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SURGICAL MANAGEMENT OF THE SEVERELY BURNED CHILD 
Robert S. Smith, M.D., Boise, Idaho 


When a child suffers an extensive third-degree burn, 
the initial shock of the injury is frequently so great 
as to threaten an immediate fatality. Aggressive and 
intelligent supportive treatment will give the youthful 
patient a good chance to survive this first critical 
period, however. In most of these cases, much greater 
effort on the part of the attending surgeon will be 
required subsequently before the skin closure which 
is essential to recovery is obtained. Final restoration 
of body function and features may be achieved only 
by multiple secondary operative procedures and after 
a long period of careful surgical supervision. 

Permanent complete wound coverage by early re- 
section of devitalized tissue and a single application 
of free sheet-like grafts of skin would provide the ideal 
solution for most of the problems of the severely 
burned child. In extensive deep burns, with involve- 
ment approaching 50% of the body surface, rapid 
wound closure is usually not possible. In these severe 
cases, the large size of the wounds frequently presents 
such technical difficulties that operative management 
in stages is advisable. 


Biological Dressings 


Brown and his associates’ have presented a good 
case for the use of skin homografts for early coverage 
of severe burn wounds. Homografts, in effect, have 
provided biological dressings and have appeared to 
give lifesaving support to many patients. 

Grafts derived from cadaver sources may be kept 
available for emergency use in a skin bank and, when 
properly applied, will “take” on a burn wound, 
whether or not donor and recipient blood groups are 
compatible. Apparently as the result of an antigen- 
antibody reaction, however. almost all these homo- 
grafts will begin to disintegrate after 2 weeks, and 
their total disappearance may be expected after 8 to 
10 weeks. In two unusual situations homografts appear 
to persist indefinitely: when a skin graft is transferred 
from one identical twin to another,* and when a skin 
graft is applied to a recipient with agammaglobuline- 
mia.° 


* Two case histories illustrate the surgical principles 
involved in the care of the severely burned child. 
A 5-year-old girl with extensive third-degree burns 
was carried through the initial period of shock by 
supportive treatment which included the administra- 
tion of dextrose, electrolytes, serum albumin, and 
whole blood by venoclysis. Dressings were changed 
at four-to-six-day intervals under general anesthesia 
in the operating room. Wound infection was avoided, 
and sufficient skin for stamp-grafts was obtained 
from donor areas which, since healing, are covered 
by ordinary clothing. A 12-year-old girl, seven 
months after a similar burn, showed severe depletion 
and anemia, extensive infection, and pressure sores 
on both hips. Multiple transfusions were necessary 
to improve the general condition of the patient; 
antibiotics stopped the fever. Dressings were 
changed under general anesthesia, and subsequent 
graftings of skin were successful. An aggressive two- 
way plan of action is indicated in severe burns: 
general, systemic measures to combat infection and 
improve the patient's nutritional state, and specific, 
surgical measures to bring about the covering of the 
open wound with skin at the earliest possible moment. 
The skin coverage obtained by stamp-like grafts is 
permanent and in the experience of the author has 
proved to be of generally good functional quality. 


After the application of homografts, patients are 
given vigorous general supportive treatment in prepa- 
ration for the inevitable replacement of the homografts 


by autografts. Large sheets of the patient’s own skin 


are preferable for replacement procedures, but Brown 
and Fryer * have suggested that, when donor sites are 


limited, autografts may be placed in strips between 


dissolving homografts in such a way that their pro- 
liferation eventually provides a permanent epithelial 
coverage. Using a technique based on similar con- 
siderations, Jackson * has successfully treated a large 
number of severely burned patients by the primary 
application of homografts and autografts in alternat- 


ing strips. 


Read before the 10th Clinical Meeting of the American Medical Association, Seattle, Nov. 29, 1956. 
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On the basis of experimental findings, Najarian and 
McCorkle ° have recently suggested the use of a sus- 
pension of skin particles, a so-called skin milk shake, 
to obtain rapid healing of large third-degree burn 
wounds. The value of this technique has yet to be 
determined in actual practice. It is expected, however, 
that the skin coverage supplied by the method will 


Fig. 1 (case 1).—Third-degree burns of back and neck; skin 
sloughs are beginning to separate two weeks after severe burn. 


be most applicable as a biological dressing to prevent 
sepsis in severely burned patients. It is probable that 
little or no dermal pad will develop as the wounds 
heal, and secondary reconstructions with the use of 
sheet-like autogenous split grafts will probably be 
necessary in most locations for optimum function. 


Segmented Dermatome Grafts 


One clinically proved method of supplying definitive 
skin coverage in extensive burns depends on the pri- 
mary application of autogenous dermatome grafts in 
relatively small rectangular segments. These grafts 
are scattered over the wound, do not require suture, 
and have been described variously in the literature as 
“stamp” or “patch”“ grafts. The principle of the 
technique is not new, having been introduced by 
Goode in 1935,” but the method has been greatly facili- 
tated by recent refinements in the techniques of cutting 
and handling thin skin grafts. 

Small skin patches have been found to “take” more 
surely on recently denuded and granulating surfaces 
than large sheets of skin, and they are relatively in- 
susceptible to the effects of infection and hematoma 
formation. Stamp-like dermatome grafts are particu- 
larly efficacious in supplying skin coverage in severely 
burned children when the wound resulting from a 
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deep thermal injury is very large and available dono; 
skin is limited. If applied to a burn wound in small 
free pieces, these grafts may exhibit an appreciable 
loss of normal skin tension and show a troublesome 
tendency to curl and roll in. Dermatome grafts which 
have been cemented to rayon fabric,’ Pliofilm,'' o; 
the rubber-fiber backing of the Reese Dermatape," 
however, show no tendency to contract when cut u 
into small segments and may be effectively applied to 
wound bases by ordinary pressure dressings. 


Acute Burns 


A definite plan of closed-wound management js 
followed when stamp-like dermatome grafts are to be 
applied in the treatment of a severe acute burn in a 
child. Because the full thickness of the skin is involved, 
and since the majority of patients show circumferential 
injury, there are few indications for exposure methods. 

Using an aseptic technique, the surgeon usually 
subjects the burned areas to an initial gentle cleansing 
and applies a pressure dressing. The basic layer of the 
compression dressing is of fine mesh gauze, which may 
be coated lightly with a bland ointment or moistened 
by frequent irrigations with isotonic sodium chloride 
solution. Dressings of fine mesh gauze impregnated 
with nitrofurazone (Furacin) have proved especially 
useful in the management of the burn wound, since 
the water-soluble base of this bacteriostatic agent 
insures free drainage of wound exudates but does not 
cause unfavorable maceration of adjacent tissues. 

Unless suspicion of infection suggests the need for 
earlier examination, the first dressing is not changed 
for about a week. A general débridement, in which 
the Brown electric dermatome is used according to the 
technique of Meeker and Snyder,’ may then be carried 
out. Surgical débridement in stages, in connection with 
later dressings, is somewhat less traumatic and ac- 
complishes the same purpose. 


Fig. 2 (case 1).—Wounds of right side of thorax three weeks 
after third-degree burn. Scattered stamp grafts (Reese derma- 
tome), applied four days earlier at first skin-grafting operation, 
have taken well; deep skin sloughs are still in process of sepa- 
ration around healthy grafts. 


When compression dressings are changed at inter 
vals of several days, the separation of sloughs is 
favored, and these are gently removed. The use of 
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nzvmes to facilitate débridement would seem un- 
necessary in most cases. While a few deep sloughs 
\ill separate slowly and tend to hang on, most of the 
vound is rapidly cleared of devitalized tissue and is 
yon ready to receive split-thickness skin grafts. Skin 
vafts taken by the Reese dermatome, when left on 
heir rubber backing, are readily cut up into pieces of 
yostage-stamp size, or larger, and distributed over 
lenuded areas. The free grafts are held in place solely 
by pressure dressings and may be expected to show 
sod “takes” when their rubber backing is removed 
fter four or five days. Since the small grafts present 
many edges for epithelial proliferation, maximal skin 
coverage is secured by each operative procedure. 

All dressings are changed and grafts applied with 
the patient under general anesthesia. It is believed 
that in the child patient the psychological benefits to 
be derived from the avoidance of pain in dressing 
changes far outweigh the theoretical disadvantages 
of multiple anesthetizations. 

With the use of these techniques and with initiation 
of grafting operations as soon as skin sloughs begin to 
separate, wound coverage in the severely burned child 
can be accomplished within a reasonably short time. 
When granulations form, these are kept flat and firm 
by compression dressings, and stamp grafts may be 
applied successfully on this heathy base without 
further preparation. Staging of the operative pro- 
cedures provides a wide margin of safety. Each opera- 
tion should require only a brief anesthetization, and 


there should be little blood loss. 


Fig. 3 (case 1).—Eight months after burn, stamp grafts on 
ck and neck show excellent function. 


In conjunction with the treatment of the local 
wound, measures are taken to maintain the patient in 
4 state of good general nutrition. If the nourishment 
taken voluntarily is insufficient, supplementary tube 
teedings are employed. Transfusions of whole blood 
re given to replace elements lost through exudates, 
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and broad-spectrum antibiotics may be administered 
to prevent sepsis or the development of infection in 
tissues imediately involved by the burn. 

It is true that the skin coverage secured by the use 
of free stamp-like grafts may be somewhat deficient 
from the cosmetic standpoint. These grafts have shown 


Fig. 4 (case 1).—Eight months after burn, donor sites on 
abdomen, chest (below left nipple), entire left thigh, and 
inner surface of right thigh show minimal scarring and may 
be used again to supply skin for reconstructive purposes, All 
donor sites are covered by ordinary clothing. 


excellent late function, however, when they have been 
applied to plane surfaces of the body. Since each 
split-graft segment carries a substantial dermal sub- 
stratum, the ultimate development of a high degree 
of functional resiliency in grafted areas may be ex- 
pected. 

When feasible, relatively thick sheet-like dermatome 
grafts should be applied as early as possible in situa- 
tions in which crippling scar contractures are prone 
to develop. Early and complete skin coverage is very 
desirable in wounds involving the face, neck, axillas, 
and groins and the popliteal and antecubital regions. 
If, in spite of all preventive efforts, serious joint con- 
tractures occur, these may be corrected by secondary 
operations. Final satisfactory results may be secured 
by further insertions of larger dermatome grafts or 
by the use of Z-plasties, the shifting of skin flaps, or 
the free transfer of full-thickness skin grafts. The fact 
that the original dermatome grafts are cut at a depth 
of 0.01 in. or less allows additional “crops” of skin to 
be taken as necessary from the available donor areas. 
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Chronic Burn Wounds 


Scattered stamp-like grafts of the patient's own skin 
may be used to obtain wound closure in the large 
chronic burns that are occasionally seen in children. 
These patients, who represent serious therapeutic fail- 
ures, may present themselves months after their 
thermal injury in a very debilitated condition. 


Fig. 5 (case 2).—Large granulating wounds of back and left 
thigh are present seven months after severe burn. There is 
evidence of attempt to obtain healing by pinch grafts. Scars in 
interscapular region indicate donor site for pinch grafts. 


The wounds in such cases are characterized by 
unhealthy, soft, exuberant granulations and show the 
profuse purulent discharges which typify established 
infections. In many cases, spontaneous healing reac- 
tions already may have produced scar contractures 
affecting important joints, and pressure sores are 
common. 

An aggressive two-way plan of management is indi- 
cated in these patients. General measures to improve 
nutrition and combat infection must be pushed v.gor- 
ously. At the same time, the open wound must be 
covered with skin at the earliest possible moment. 

When donor areas are limited, the use of scattered 
stamp-like dermatome grafts may represent the best 
solution of the skin-coverage problem. It is essential 
to prepare the chronic open wound carefully, however, 
before skin grafts are applied. The application, with 
pressure, of dressings of fine mesh gauze impregn.ted 
with a bland ointment is usually effective in produc'ng 
in a short time a wound environment which is favor- 
able to skin grafting. The edematous granulations flat- 
ten out, becoming firm and more vascular, and wound 
discharges diminish. 

The application of antiseptics or antibiotic agents 
locally may hasten the control of infection, but it is 
believed that the mechanical factors involved in fre- 
quent changes of pressure dressings are most im- 
portant in preparing a wound for skin grafting. While 
the shaving down of granulations tends to improve 
the base for skin grafting, the blood loss involved in 
such operative preparation precludes its routine em- 
ployment in the large wounds of this chronically ill 
group of patients. 

It is remarkable how rapidly the child patient shows 
improvement as skin coverage is provided for a chronic 
open wound which has resulted after an extensive deep 
burn. Reduction in pain and fever and the control of 
tissue element depletion lead to improvement in 
weight, strength, and morale. 
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After wound closure has been effected by the appli. 
cation of stamp-like dermatome grafts, months may 
be required for epithelial stabilization and the softep. 
ing of associated scar tissue. Residual functional de. 
fects are usually corrected by standard plastic surgical 
procedures at a late date, when these children are jy 
good general condition and when only ordinary surgi. 
cal risks are involved. 


Report of Cases 


The following case reports illustrate the use of free 
stamp-like dermatome grafts in the management of 
acute and chronic wounds resulting from severe burns. 

Case 1.—The patient, a female, aged 5 years, suffered an 
extensive burn when her nightgown caught fire from an open 
fireplace. A third-degree burn involved the entire back, the 
buttocks, the right side of the chest, and most of the neck 
(fig. 1); second-degree and third-degree burns involved more 
than 50% of the right upper extremity and the right thigh, 
Careful supportive treatment, including the administration 
of dextrose, electrolytes, serum albumin, and whole blood 
through a cannula inserted by cut-down in an ankle vein, 
carried the patient through the initial period of shock. 

Coverage of the large burn wound was subsequently accon- 
plished by the staged application of stamp-like dermatome 
grafts (fig. 2). Dressings were changed at four-to-six-day 
intervals in the operating room, with the patient under general 
anesthesia, and five skin grafts were performed. Antibiotics were 
administered on a prophylactic basis. Combiotic, a combination 
of penicillin and dihydrostreptomycin, was used first, and later 
tetracycline (Tetracyn). Wound infection did not develop. 
Healing was obtained in eight weeks. 

The patient has had secondary insertions of large sheet-like 
dermatome grafts to control contracture tendencies on the 
right side of the neck and in the right axilla. At present, after 
eight months, there is no serious functional difficulty (fig. 3). 
The right upper extremity and the right side of the neck are 
involved by hypertrophic scars, however. Further reconstruc- 
tive operations appear advisable in this case in order to obtain 
the best possible result as regards function and appearance. 
Donor sites are abundant, since there is minimal scarring of 
the original stamp-gr<ft donor areas on the left side of the 
chest, abdomen, and thighs (fig. 4); no grafts were cut from 
the left :rm and shoulcer or from other sites which cannot 
be covered by ordinary clothing. 


Fig. 6 (case 2).—Removal of rubber backing from stamp 
grafts five days after first grafting operation. Grafts had been 
cut at 0.008 in. with the Reese dermatome. Good “take” o! 
grafts is evident. 


Case 2.—The patient, a female, aged 12 years, was first see! 
seven months after a severe gasoline burn. At this time, she 
showed general depletion, and an established infection i 
extensive chronic burn wounds. Open granulating areas wer’ 
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oresent on the left thigh, the lower back and buttocks, the 
Lwwet part of the chest on the left, and on the abdomen; red 
hypertrophic scars on the left arm marked the sites of spon- 
‘neous healing reactions. Deep-pressure sores had exposed the 
nterior-superior spine of the ilium on either side. Pinch grafts 
which had been transplanted from the interscapular region 
« the lower back had resulted in the epithelization of only 

. few scattered areas. 

On admission to the hospital, the patient showed a marked 
ycondary anemia, with a blood hemoglobin value of 68%, The 
semperature was of septic type, with a daily elevation to 102 F 
9 C). Wound discharges, which were initially profuse, 
were controlled by compression dressings, a basic layer of 
ine mesh gauze impregnated with nitrofurazone being applied 
jirectly on the granulating surfaces. Multiple transfusions were 
siven to correct the hemoglobin deficiency, and the patient's 
fever receded after the administration of antibiotics. In the 
eatment of this patient’s penicillin-resistant micrococcic (sta- 
phylococcic ) infection, chloramphenicol (Chloromycetin) was 
Grst used; later, chlortetracycline (Aureomycin) proved more 
fective. 

Three dressing changes, with the patient under general 
anesthesia, at four-day intervals, were required to prepare the 
wounds for skin grafting (fig. 5). When the preparation of 
the wounds had been completed, three large dermatome grafts 
were taken from the right thigh, cut up into rectangular seg- 
ments averaging 1 by 1.5 in., and distributed generally over 
the granulating areas of back and buttocks. A good “take” of 
the free skin transplants occurred (fig. 6). Two weeks later, 
imilar stamp grafting of the wounds of the left side of the 
chest, abdomen, and left thigh was carried out. 

Because it had seemed advisable to space the grafts of the 
first two operations widely on the wounds, secondary appli- 
cations of small free grafts were required. Complete skin 
coverage was accomplished by three additional minor skin- 
grafting procedures, in which the right thigh and the right 
ide of the abdomen were used as donor areas, and the 
patient was discharged from the hospital after 10 weeks. A 
vear later full-thickness skin flaps were shifted to improve the 
coverage of the anterior-superior iliac spines, the sites of the 
previous pressure sores, and keloids developing on the left arm 
were replaced by thick dermatome grafts. 


Fig. 7 (case 2).—Four years after application of stamp grafts 
to back. Excellent function is shown; no limitation of forward 
bending. 


After four years, this patient shows excellent function of the 
trank and lower extremities (fig. 7 and 8). The stamp grafts 
ire soft and pliable, and scars between the grafts show no 
tendency to hypertrophy. There is minimal scarring of donor 
‘ites, although successive “crops” of split-thickness grafts were 
taken during the course of treatment. 
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Summary 
Ideally, a large third-degree burn in a child is 
managed surgically by complete coverage of the 
wound by skin grafting as soon as devitalized tissue 
can be removed and a healthy base established. If the 
t 


Fig. 8 (case 2).—Four years after skin grafting, patient 
shows excellent development and nutrition. Grafts on left thigh 
function well. Donor sites on right thigh and trunk were used 
several times; they show minimal scarring, however, and are 
concealed by ordinary clothing. 


skin grafts can be applied in relatively thick sheets, 
satisfactory function may be anticipated in most loca- 
tions without further treatment. 

Management that represents a compromise with the 
ideal may be necessitated by the large size of the burn 
and a corresponding limitation of skin donor areas. 
Brown’s use of homografts from cadavers is un- 
doubtedly of great potential value for the emergency 
handling of mass burn casualties. The method has the 
disadvantage of providing a wound coverage which is 
temporary in nature. The skin “milk-shake” techniques 
of Najarian and McCorkle, which have proved effective 
on an experimental basis, also will probably leave 
something to be desired in the treatment of individual 
patients. 

The use of free stamp-like dermatome grafts is 
recommended as a surgical expedient to accomplish 
primary wound closure in very large burns in children. 
The skin coverage obtained by stamp-like grafts is 
permanent and should prove to be of generally good 
functional quality. If late secondary contractures oc- 
cur, these may be relieved by elective plastic opera- 
tions of more conventional type. 
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TREATMENT OF MILD DEPRESSIONS IN GENERAL OFFICE PRACTICE 


Frederick Lemere, M.D., Seattle 


Next to anxiety-tension states, depression is the 
commonest type of neurosis seen in general practice. 
A depression is primarily a mood disturbance, with 
many physical concomitants. The physical symptoms 
may so dominate the clinical picture as to mask the 
true nature of the patient’s illness. The physician who 
is not alert to the possibility of an underlying depres- 
sive reaction may be led into many a diagnostic and 
therapeutic blind alley. 

When a depression is caused by an unhappy experi- 
ence, it is called an exogenous or reactive depression. 
When it occurs spontaneously, for no apparent or ade- 
quate reason, it is termed an endogenous depression 
and is considered to be a manifestation of the manic- 
depressive disorders. It is characteristic of endogenous 
depressions that the patient feels worse in the morning 
and better in the afternoon and evening. In my experi- 
ence, both types of depression occur with about equal 
frequency, and, of course, many patients present a 
mixture of exogenous and endogenous factors. 

Clinical Diagnosis 

In many cases, the diagnosis of a depression will be 
obvious from the patient’s own statements and de- 
meanor. In many other cases, however, the depressive 
nature of the illness will not be recognized by either 
the patient or the doctor unless the latter judiciously 
questions the patient for the typical symptoms of this 
disorder. These symptoms may be divided into phys- 
ical and mental. 

Mental Symptoms.—The mental symptoms may be 
grouped into five divisions. 1. Depressed spirits. The 
patient has a morbid, hopeless outlook, with crying 


From the Department of Psychiatry, University of Washing- 
ton School of Medicine. 

Read before the 10th Clinical Meeting of the American 
Medical Association, Seattle, Nov. 27, 1956. 


* Depression manifests itself in both mental and 
physical symptoms, some of which escape recognition 
unless the physician is alert. The mental symptoms in- 
clude not only a sad and morbid outlook but also 
guilt feelings, indec'siveness, loss of interest, and ap- 
prehension. The phys‘cal symptoms include loss of 
weight and a variety of functional disorders. If their 
nature is understood, the necessary treatment by psy- 
chotherapy, electroshock, or analeptics can be given. 
Sedatives and tranquilizers have no beneficial effect 
on the depression; some aggravate it. The danger of 
suicide must be kept in mind. Depression is a most 
distressing illness, but the prognosis is good. The pa- 
tient must be encouraged by the interest and under- 
standing of the physician. There is no greater satis- 
faction than to see a depressed patient restored from 
the depths of despair to a normal, happy life. 


spells and suicidal ideas. 2. Guilt feelings. The patient 
blames himself for everything and feels inferior, in- 
adequate, and unworthy. He thinks himself a failure 
and broods over imagined or minor mistakes. 3. Diff- 
culty in concentrating. The patient is absent-minded, 
cannot make decisions, cannot read, and fears he is 
losing his mind. 4. Loss of interest. The patient has no 
zest or enthusiasm. He neglects himself and his work 
and has to make himself do things. 5. Apprehension. 
The patient has exaggerated fears and worries about 
everything, especially the future. The depression may 
not be the presenting symptom, as is demonstrated by 
the following cases. 

Case 1.—A 33-year-old housewife wanted to place her 
children in a home and divorce her husband because of @ 
false feeling of failure as a wife and mother. Recognition of 


the underlying depression and consequent successful treatment 
prevented a marital tragedy. 
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C\se 2.-A 46-year-old salesman literally worried himself 
sick over having improperly listed a $5 nonbusiness expense 
as tax deductible. His exaggerated feelings of guilt and hope- 
lessness over the situation made the diagnosis of depression 
obvious. 

Case 3.—A 56-year-old housewife, for no apparent reason, 
insisted on selling her home after many happy years and 
purchased another house. She disliked the new house and 
became critically ill when she was unable to buy back her 
old home. The initial dissatisfaction and subsequent indecision 
made the diagnosis and treatment of depression possible. 


Physical Symptoms.—The physical symptoms may 
be grouped into four divisions. 1. Loss of appetite and 
weight. Food nauseates the patient. He has a coated 
tongue and suffers from constipation and flatulence. 
He has usually lost 20 or 30 Ib. (8 or 12 kg.) in weight. 
2. Insomnia. The patient’s insomnia is often severe and 
intractable. 3. Fatigue. The patient, whose fatigue is 
often worse in the morning, wakes up feeling more 
tired than when he went to bed. Often this feeling of 
fatigue is greater than that produced by organic ill- 
ness. 4. Nervous tension. Nervous tension is especially 
pronounced in agitated or tension depressions and in 
multiple psychosomatic complaints. 

The physical symptoms of depression may be more 
prominent than the mental symptoms, as illustrated 
by the following causes. 

Case 4.—A 26-year-old schoolteacher had her teeth pulled 
and her facial nerve injected several times before it was 
recognized that the pain in her face and jaws was due to a 
depression. After an attempted suicide, she was given electro- 
shock treatments, with relief from the pain and the depression. 

Case 5.—A 45-year-old steelworker was treated for 10 
months for sexual impotency, urinary frequency, and bladder 
pain without apparent organic basis. After it had been elicited 
that he had feelings of depression with crying spells, the true 
diagnosis was finally established. 


Treatment 


Unfortunately, no drug has been developed that 
will satisfactorily relieve depression. Such stimulants 
as the amphetamines (dextro amphetamine [Dexe- 
drine] sulfate and methamphetamine [Desoxyn, Meth- 
edrine] hydrochloride ), pipradrol (Meratron) hydro- 
chloride, and methylphenidate (Ritalin ) hydrochloride 
are the most helpful and often give some measure of 
relief in mild cases. At best, however, they leave much 
to be desired from the standpoint of sustained ade- 
quate elevation of mood. 

Sedatives and tranquilizers may bring some relief for 
the often associated tension and anxiety, but they 
have no effect whatsoever on the depression. Reser- 
pine, and perhaps chlorpromazine hydrochloride, may 
even aggravate the depression. Combinations of stimu- 
lants and sedatives or tranquilizers, such as Dexamy] 
(dextro amphetamine and amobarbital) or Thoradex 
(chlorpromazine and dextro amphetamine), are us- 
ually more effective than either alone. Sedatives for 
sleep at night and vitamins and frequent, small, high- 
calorie feedings for maintenance of nutrition are us- 
ually indicated. 

Because of the relative inadequacy of drugs, the 
main attack on this disease still has to be psychothera- 
peutic. In the treatment of reactive depressions, the 
comforting encouragement, the understanding sym- 
pathy, and the wise advice of a trusted physician are 
most helpful. This, plus the healing passage of time, 
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will see most patients through their illness. Even 
when nothing can be done about a continued hopeless 
situation, the opportunity to unburden himself to his 
doctor often brings the patient moral support and the 
courage to Carry on. 

Psychotherapy of the spontaneous or endogenous 
depressions hinges on the fact that depressive attacks 
are usually self-limited. Almost all of these patients 
will recover within a few months’ to a year’s time, 
regardless of the type of treatment used. Although 
some depressed patients will have one or more subse- 
quent attacks during their lifetime, the prognosis for 
any given attack is excellent. The physician must seize 
on this favorable prognosis to assure the patient that 
his condition is temporary and that he will get well. 

Constant, emphatic, and authoritative assurances of 
eventual recovery must be impressed on the patient; 
otherwise he may not have the courage to fight through 
what is perhaps the most painful of all illnesses. 
Suicide is the great risk in depressions, and often the 
patient’s faith in his doctor’s promise that he will 
again be well and happy is the only thing that will 
keep him from ending his life. The physician should 
warn the relatives about the possibility of suicide, so 
that such things as guns or large amounts of sedatives 
may be kept away from the patient. The physician 
should never, of course, write a prescription that 
would make a lethal amount of a sedative available to 
a depressed patient unless a relative will take responsi- 
bility for handling the medicament. Although no one 
can accurately predict which patients will attempt sui- 
cide, the opinions of relatives will often be helpful in 
this respect. Suspected imminence of suicide or a de- 
pression lasting longer than nine months are indications 
for electroshock treatment. Electroshock is the most 
effective therapy available for severe endogenous de- 
pressions and may be lifesaving. 

Most depressed people have an exaggerated sense 
of guilt. The physician should take advantage of this 
to discuss these feelings as well as any other personal 
problems that the patient may be prompted to bring 
up for discussion. Because he already feels unworthy, 
admonitions to the patient that he could get well if he 
wanted to and exhortations to increased activity only 
serve to drive him deeper into his depression. Contin- 
ued patient encouragement is the best help anyone 
can give a depressed person. 

Because of the morbid thoughts and the difficulty 
in concentrating or making decisions, many depressed 
patients fear that they will become insane. They can 
be reassured on this score by the explanation that this 
illness is an emotional and not a mental disorder and 
that they will not lose control of their faculties. 

It should also be explained to the patient that re- 
covery from a depression is an up-and-down proposi- 
tion rather than a smoothly progressive convalescence 
such as usually occurs with organic disease. More and 
more “good” days and fewer and fewer “bad” days are 
experienced, until finally all the days are “good” days 
again. Unless a patient understands this, he is apt to 
feel he has slipped back to where he started from 
when he has a “bad” day. Because of this, he may lose 
heart and his progress be delayed. 
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Many patients will ask how long they are going to 
be ill. Inasmuch as it is impossible to foretell with any 
certainty the duration of a depression, it is best not 
to commit oneself on this. I tell most patients that no 
one can say just how long they will be ill but that 
with nervous exhaustion it usually takes several 
months before the nervous system can be built up to 
the point where they will feel like their normal selves 
again. 
Conclusions 

Although depression is one of the most distressing 


illnesses that a doctor is called upon to treat, it may 
be one of the most rewarding. Because the illness is 
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usually self-limiting, almost all depressed patients 
will eventually recover. If the doctor has been patient 
and understanding enough to see the patient through 
his ordeal, he, the doctor, will get the credit for the 
cure. There can be no more grateful patient or rela- 
tives, nor is there any greater satisfaction than to see 
a patient restored from the depths of despair to a 
normal happy life. Most people who are subject to de- 
pression are, when well, some of the finest, warmest, 
and most conscientious and productive people in the 
community. 
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In recent years bronchography has become increas- 
ingly useful in the solution of many perplexing bron- 
chopulmonary problems of infancy and childhood. 
Early, accurate diagnosis is of the greatest importance 
if the patient is to receive maximum benefit from the 
progress which has taken place in the field of pediatric 
thoracic and cardiovascular surgery. 

The clinical symptoms which should alert the physi- 
cian to the probable need for a more thorough chest 
examination than can be accomplished by the steth- 
oscope and routine roentgenographic studies alone 
are (1) chronic pulmonary changes which can be 
demonstrated by the usual roentgenographic studies; 
(2) unexplained chronic cough, whether productive or 
nonproductive; (3) stridor, which is often erroneously 
presumed to be laryngeal in origin; (4) recurring in- 
fection in the same area of the lung; (5) persistent or 
recurring wheezing emanating from the same area of 
the lung; and (6) hemoptysis (not, in our experience, 
commonly observed in childhood, but, when seen, 
usually associated with severe pulmonary pathology). 
The medical management of chronic pulmonary 
infection is greatly facilitated by bronchography. It 
not only assists in the establishment of a correct diag- 
nosis and indicates the extent of the disease but also 
records the clinical courses of such patients to deter- 
mine the efficacy of treatment by the different anti- 
biotic agents. 

Bronchiectasis 


Bronchiectasis has always been considered a serious 
disease in childhood, yet today many patients are be- 
ing treated successfully by medical therapy alone. 
Before such treatment is undertaken, an accurate 
evaluation of the condition of the tracheobronchial 
tree should be carried out. In our opinion, in addition 


Read before the Section on Laryngology, Otology and 
Rhinology at the 104th Annual Meeting of the American 
Medical Association, Atlantic City, N. J., June 8, 1955. 


From the departments of otolaryngology, Childrens’ Medical 
Center and Harvard Medical School. 


BRONCHOGRAPHY IN THE DIAGNOSIS OF PEDIATRIC PROBLEMS 
Charles F. Ferguson, M.D. 


Carlyle G. Flake, M.D., Boston 


* Exact and early diagnosis of bronchopulmonary 
abnormalities in children is important because some 
conditions formerly irremediable can now be cor- 
rected surgically. Tracheoesophageal fistula, for ex- 
ample, can and should be repaired before chronic 
pneumonitis develops. Diagnosis of tracheoesphageal 
fistula without esophageal atresia by endoscopic 
means alone is difficult, but it is rendered easier and 
more precise by combining bronchoscopy and bron- 
chography under general anesthesia in the technique 
here outlined. In bronchography for other conditions, 
iodized oil is injected by catheter through an en- 
dotracheal tube under fluoroscopic control, and each 
lobe is filled as the patient is turned into various posi- 
tions. After the desired roentgenograms have been 
obtained, the oil is removed by aspiration. The 
causation of stridor, persistent atelectasis, and other 
abnormalities may thus be explained. Recent ad- 
vances in intrathoracic surgery, especially about the 
aortic arch, have made it possible to eradicate the 
cause of the symptoms in many such cases. 


to the usual roentgenographic studies, this evaluation 
should include careful bronchoscopy, bacteriological 
and fungus studies of the pulmonary secretions, with 
sensitivity tests, and bronchography. 

While all of the factors in the etiology of bron- 
chiectasis are not known, most observers are agreed 
that the pathological changes noted are chiefly the 
result of prolonged bronchial obstruction plus infec- 
tion. In childhood, bronchiectasis is often preceded 
or accompanied by a number of conditions in which 
these factors are prominent features. Among the more 
common conditions are unresolved pneumonia (fig. 1), 
persistent atelectasis (particularly that involving the 
middle lobe), pertussis, recurrent attacks of bronchitis 
and sinusitis, and severe asthma. Less common causes, 
in our experience, have been mucoviscidosis (fibro- 
cystic disease of the pancreas) (fig. 2 A), foreign-body 
aspiration (fig. 2 B), and stenosis of a bronchus. In such 
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‘stances, however, the bronchiectasis may be very 
vere. Anomalies of the tracheobronchial tree occur 
with much greater frequency than has been generally 
suspected in the past.’ We have observed bronchiecta- 
is associated with various anomalies, including those 
of the right upper lobe bronchus where the bronchus 
arises from the trachea just above the bifurcation and 
i; often twisted or partially stenosed. Congenital 
stenosis Of a normally situated bronchus has been 
noted on several occasions. Weakness, severe malfor- 
mation, or even absence of bronchial cartilages have 
heen observed in the main bronchi of young patients 
with bronchiectasis. Thus, whenever the factors of 
infection and obstruction are found as a chronic con- 
dition, bronchiectasis is commonly seen. 


Agenesis of the Lung 


An infant or young child who presents signs of 
dulness, whose breath sounds are absent, and who 
may or may not have displacement of the mediastinum 
recognized clinically or roentgenographically may be 
suspected of having unresolved pneumonia or atelec- 
tasis. On occasions, such findings may indicate 
agenesis of the lung, and in such instances bronchog- 
raphy is of great assistance in establishing a correct 
diagnosis.’ In most cases this condition is relatively 


Fig. 1.—Bronchiectasis of left lung after unresolved pneu- 
monia (anteroposterior view). Marked saccular dilatation is 
apparent in lower lobe. 


‘symtomatic, so that the pediatrician should be aware 
of the possibility of such an anomaly when he is con- 
tonted with an abnormality of the lung field that is 
tot completely satisfactorily explained otherwise. 
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Other multiple congenital defects are usually asso- 
ciated with agenesis of the lung, and they may serve 
to arouse suspicion of the proper diagnosis. 

Agenesis of the lung may be of three types: (1) true 
aplasia, with no trace of lung, bronchus, or vascular 
supply; (2) tiny outpocketing, or bud of the trachea, 
with no lung tissue; and (3) extreme hypoplasia of the 
bronchus, with no true lung tissue (fig. 3). 


Fig. 2.—A, generalized bronchiectasis associated with muco- 
viscidosis (oblique view with right bronchus injected). B, 
bronchiectasis of right lower lobe after aspiration of timothy 
grass—top (anteroposterior view ). 


Tracheoesophageal Fistula 

Tracheoesophageal fistula is an important congenital 
anomaly that is frequently observed at large pediatric 
centers, yet it may be difficult to recognize. In most 
cases, the fistula is associated with atresia of the esoph- 
agus, and difficulties will be obvious from the first 
attempt at feeding. The diagnosis should be made 
promptly. However, in patients where the esophagus 
is patent, a tracheoesophageal fistula may give no 
symptoms except recurrent attacks of pneumonitis of 
the aspiration type.’ Choking on liquids rather than 
solid food, in a person with or without persistent loose 
cough, may arouse suspicion; but usually it is not until 
later in infancy or childhood that the correct diagnosis 
is made. In such cases, bronchography may be of great 
help in delineating the fistula if it has not already been 
demonstrated fluoroscopically by means of swallowing 
of a contrast medium. It is very difficult to visualize 
such a fistula endoscopically, even with the Broyles 
telescope. Early diagnosis is important, so that the 
fistula can be repaired surgically before the develop- 
ment of chronic pneumonitis with resultant fibrosis or 
bronchiectasis (fig. 4). 
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Stridor 


Stridor is an extremely common condition in in- 
fancy, and in the past the larynx was regarded as the 
usual site of its origin. Now we know it is by no means 
the only one. Stridor must be regarded as merely a 
symptom, and its cause must be adequately deter- 
mined in each case. In the presence of a normal 


Fig. 3.—Agenesis of right lung (anteroposterior view). 


larynx, the true cause of the stridor may be found 
only by careful evaluation of the tracheobronchial tree. 
Bronchoscopic examination may show a true stenosis 
of the trachea, which is indistinguishable roentgeno- 
graphically from an apparent narrowing due to a 
glottic obstruction. In the latter case, the narrowing 
is present only during the phase of inspiration and will 
disappear when the glottis is held open by an an- 
terior-commissure laryngoscope. Thus it is a tran- 
sient physiological obstruction and not due to a fixed 
anatomic narrowing. Abnormalities of the epiglottis 
or of the arytenoepiglottic folds are usually responsible 
for this condition. If the cartilaginous framework of 
the trachea is deficient, local collapse of a segment of 
the trachea or bronchus will occur during each res- 
piratory cycle. Stridor, dyspnea, or even cyanosis may 
result, along with intercostal, suprasternal, and infra- 
sternal retraction. This may be seen endoscopically 
and recorded graphically by serial tracheograms or 
bronchograms. By the use of special equipment, 15 to 
20 films may be exposed in rapid succession during 
several respiratory cycles. The abnormal area can be 
seen to change its caliber if there is a local deficiency 
of the tracheal cartilages. 

By far, the commonest extralaryngeal causes of 
stridor are to be found, however, in patients who have 
a compression of the trachea by an abnormal aortic 
arch, with or without malformation of the great 
vessels.* The earliest and most severe symptoms of 
tracheal obstruction and stridor are usually seen in 
infants who have a double aortic arch, the commonest 
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type of vascular ring. In such cases, both the right and 
left fourth embryonic arches persist and encircle the 
trachea and esophagus. This usually produces symp. 
toms of a distressing type before the infant js ¢ 
months of age. These babies have severe respiratory 
embarrassment, stridor which is both inspiratory and 
expiratory in phase, dyspnea, wheezing, retractions 
and attacks of cyanosis. Dysphagia is common, or 
more often merely a “hesitation” in swallowing js 
noted. Bronchoscopic examination of such infants re- 
veals a compression of the lower portion of the trachea 
at the level of the third or fourth thoracic vertebra. 
and, as visualized by barium studies, the esophagus js 
also constricted at this same level (fig. 5). In the ab.- 
sence of a mediastinal mass, such a picture of con- 
striction of both the trachea and esophagus at the 
same level is pathognomonic of some type of vascular 
ring. Today, successful division of such a ring can be 
carried out by a competent thoracic surgeon, giving 
complete relief of the infant’s symptoms.’ The diag- 
nosis, however, must be made as early as _ possible, 
before permanent damage is done to the already con- 
stricted and badly deformed cartilages. 

Similar symptoms may be produced by another 
type of ring, due to a right-sided aortic arch with a 
constricting ligamentum arteriosum. Such patients will 
usually live for 12 to 18 months before symptoms be- 


Fig. 4.—Tracheoesophageal fistula without atresia of esoph- 
agus (lateral view). 


come apparent. The time when symptoms appea'. 
however, will depend on the length and tightness of 
the ligamentum. The ligamentum is the remains of the 
ductus arteriosus, which connects the pulmonary a 
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tery anteriorly to the first portion of the aorta pos- 
reriorly. Therefore, if the arch of the aorta is placed 
onthe right side, the ductus arteriosus (or ligamentum) 
must of necessity curve around the left side of the 
rachea and esophagus and, in most instances, pos- 
terior to it. This completes a constricting ring. In such 
«ses the left subclavian artery may run posterior to 
the esophagus and cause additional compression. 
\nomalies of the innominate artery or left common 
carotid artery may cause an anterior compression of 
the tracheal wall with resultant stridor and signs of 
obstruction. Here, however, there are no esophageal 
wmptoms, and barium studies of the esophagus show 
an adequate lumen throughout. Such conditions will 
result if the innominate artery arises too far to the left 
on the aortic arch, or if the left common carotid arises 


Fig. 5.—Double aortic arch. Left, anteroposterior view. Con- 
striction of both trachea and esophagus at same level is shown. 
Right, lateral view showing “pinchcock” effect of compression 
ring. 


too far to the right, thereby crossing the trachea an- 
teriorly. Each of these defects can be corrected sur- 
gically and the compression relieved. 


Technique 


At the Children’s Medical Center in Boston, most of 
our tracheographic and bronchographic studies are 
performed with the patient under general anesthesia. 
This technique has been described in more detail else- 
where.° Premedication with pentobarbital (Nembutal) 
and atropine is followed by the administration of vinyl 
ether (Vinethene) and ether anesthesia, using the open 
mask method. On occasion, in older children, basal 
anesthesia with rectally given tribromoethanol (Aver- 
in) is used instead of pentobarbital premedication. A 
complete bronchoscopic examination is made, during 
which secretions are aspirated into a Lukens tube, for 
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bacteriological and fungus cultures. Sensitivity tests 
against the various antibiotic agents are always carried 
out. After completion of the bronchoscopic procedure, 
an endotracheal tube is inserted. Under fluoroscopic 
control, iodized oil (Lipiodol) is injected via a poly- 
ethylene catheter inserted through the endotracheal 
tube. Each lobe is filled under direct vision, as the 
patient is turned into various positions. When satis- 
factory filling has been completed, five routine views 
are obtained (namely, an anteroposterior, a lateral, 
and three oblique views). The oil is then aspirated 
and the endotracheal tube removed. The amount of 
oil employed varies with the size of the patient. From 
1 to 2 cc. is used in a small infant when it is desired 
to outline only the trachea. It may be necessary to use 
15 to 20 ce. in an older child with bronchiectasis. The 
patient should be kept at just the right stage of anes- 
thesia, so that the cough reflex will be suppressed for 
three or four minutes to allow the films to be com- 
pleted. Teamwork, involving the anesthesiologist, the 
radiologist and his technician, and the endoscopist, is 
essential for satisfactory results. 


Summary 


Bronchographic studies are necessary for accurate 
diagnosis of many bronchopulmonary problems in in- 
fants and children. Such studies are especially helpful 
in determining the presence and degree of bronchi- 
ectasis and are also of great value in recording and 
evaluating progress during medical treatment. Bron- 
chiectasis is usually associated with a number of con- 
ditions in which the factors of infection and obstruc- 
tion are the most prominent features. The possibilities 
of agenesis of the lung and tracheoesophageal fistula 
without esophageal atresia should be considered in 
patients with abnormal pulmonary findings. Stridor, 
usually considered as emanating from the larynx alone, 
may be due to stenosis of the trachea, to external com- 
pression of the trachea, or to stenosis of a main 
bronchus. It is especially severe in patients who have 
anomalies of the aortic arch or great vessels that pro- 
duce external tracheal compression. This type of 
anomaly is now amenable to surgery. 

300 Longwood Ave. (15) (Dr. Ferguson). 
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MECHANISM OF INFLAMMATION AS RELATED TO SURGICAL MANAGEMENT 
AND GENERAL RESISTANCE 


William P. Herbst, Washington, D. C. 


Advanced knowledge in the field of homeostasis as 
related to general resistance, shock, the general adap- 
tation syndrome, and the mechanism of inflammation 
has resulted in the saving of many lives which would 
otherwise have been lost. The problem of general re- 
sistance as related to frequently recurring pyelone- 
phritis and cystitis is another field in which basic bio- 
chemical factors related to inflammation afford prin- 
ciples which may be constructively utilized. 

Homeostasis is defined by Cannon as “Maintenance 
of steady states by coordinated physiological proc- 
esses.” ' The maintenance of steady states involves the 
environment and the sum total influence of individual 
cell metabolism. Shock, although very complex, exerts 
its chief destructive effects through anoxia and will 
be discussed only in connection with the maintenance 
of satisfactory blood pressure levels. The general adap- 
tation syndrome, as described by Selye,* has provided 
one of the most satisfactory explanatory schemes of 
clinical phenomena that anyone has presented in recent 
times. Exhaustion is frequently synonymous with 
death. The contraction of the heart muscle is supposed 
to depend on the presence of a lipid steroid chemical 
substance related chemically to toad venom.* 


Clinical Management 


The first International Symposium on the Mecha- 
nism of Inflammation was held in conjunction with the 
19th International Physiological Congress in Septem- 
ber, 1953, at Montreal, Canada. Instead of extensive 
reference to the transaction of this conference, a few 
of the pertinent observations which have clinical man- 
agement potentialities will be presented. 

Ungar * presented a schematic representation in- 
volving the fibrinolytic mechanism which indicates 
that histamine elaborated in a stage of proteolysis 
produces (1) vasodilation, (2) stasis, and (3) in- 
creased vascular permeability. This presentation, as 
well as the contributions of Carson and Campbell,® 
Duran-Reynals,* Judd and Henderson,’ Kindall and 
Nickels,* Mayer and Kull,” Rich and Lewis,'® and 
me,'' provides the rationale behind the clinical use of 
antihistamines in acute infectious inflammatory lesions. 

Menkin '* studied the effect of anti-inflammatory 
substances cn isolated cellular systems. He used the 
ova of the sea urchin. Keeping them in sea water with 
a small amount of cortisone for 15 minutes and then 
fertilizing them brought about cell division. Varia- 
tions in incidence of cleavage were used as an indica- 
tion of variations in cell activity. Cortisone, hydro- 
cortisone, and corticotropin produced a depressing 
effect. Somatotropic hormone did not. 


From the Department of Urology, Georgetown University 
Medical School 

Read before the Section on Urology at the 105th Annual 
Meeting of the American Medical Association, Chicago, June 12, 
1956. 


* Three cases involving elderly patients are de- 
scribed to illustrate the effectiveness of orally admin- 
istered corticoids in increasing general resistance to 
recurrent infections and to surgical shock. An 85- 
year-old man who had gone into profound shock 
after catheterization subsequently underwent the first 
and second stages of suprapubic prostatectomy with- 
out reactions with the help of maintenance doses of 
cortisone. A 78-year-old man went into profound 
shock after the third of a series of operations, but 
was maintained on doses of hydrocortisone not ex- 
ceeding 50 mg. per day until death resulted from the 
rupture of an aortic aneurysm. A 50-year-old woman 
had been hospitalized repeatedly for recurring pye- 
lonephritis unaffected by antibiotics and chemothera- 
py; recurrences stopped when cortisone was adminis- 
tered in doses of 2.5 mg. daily by mouth. Antibiotics 
and chemotherapy should always be used along with 
corticoid medication, and their use should be contin- 
ved for a time after corticoid medication has been 
stopped. It is important to adjust the dosage of corti- 
coids so as to avoid the gastrointestinal necrosis, de- 
layed healing, and upset of electrolyte balance that 
have been reported after the use of large doses. 


Taubenhaus '* observed that somatotropic hormone, 
thyroxin, and desoxycorticosterone stimulated granula- 
tion tissue and that cortisone, hydrocortisone, estrogen, 
testosterone, and methylandrostenediol inhibited gran- 
ulation tissue. He also observed that methantheline 
bromide (Banthine) and Dibenamine (N, N-diben- 
zyl beta-chloroethylamine hydrochloride) have an in- 
hibiting effect on granulation tissue similar to some of 
the corticosteroids. 

There are many other observations in the “Mecha- 
nism of Inflammation” for which space will not permit 
further reference. I suggest that a reading of this book 
is most rewarding. 


Report of Cases 


In the field of general resistance we are confronted 
with the problem of how to make infrequent the in- 
cidence of such recurring acute infectious entities as 
pyelonephritis and cystitis. 

We know very little about resistance except that it 
is considered to be low after exhaustion, emotional 
shock, chilling, and wetting and when the hemoglobin 
level or red blood cell count is low. The possible rela- 
tionship of steroids to general] resistance is important 
and will be referred to later. 

Three clinical cases illustrative of general resistance 
follow. 


Case 1.—An 85-year-old man had experienced recurring 
pyuria with fever, frequency, urgency, and varying amounts of 
residual urine for more than a year and had refused any sur- 
gical intervention. On May 30, 1955, he gave a history of recent 
hematuria, chills, pains in the penis, and inability to void, He 
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was hospitalized, and catheterization produced 160 cc. of bloody, 
infected urine, His temperature rose to 105 F (40.6 C) in less 
than an hour. The blood pressure dropped to 70 mm. Hg. He 
was in profound shock. 

He was started immediately on therapy with levarterenol 
(Levophed) bitartrate in distilled water; in addition, 500 mg. 
of tetracycline (Achromycin) and 50 mg. of hydrocortisone 
were given intravenously. The levarterenol administration was 
continued periodically for three days because his blood pres- 
sure would not stay up. Cortisone was given orally, 25 mg. 
twice a day, until June 8, 1955, on which day suprapubic 
eystostomy was performed without incident. On June 14, a 
second-stage prostatectomy was carried out, The patient had 
no reaction to the operation. 

He left the hospital on the 10th postoperative day. During 
his convalescence he was at first given 25 mg. of cortisone a 
day and then was placed on maintenance therapy with 10 mg. 
a day; when he left the hospital the maintenance dosage was 
reduced to 5 mg. a day. In conjunction with this he was given 
antibiotics continuously, and, very important, they were con- 
tinued after the cortisone was withdrawn."* 

Case 2.—A 78-year-old poor-risk male had had a very narrow 
escape from death after biliary surgery. He had developed an 
obstruction in the neck of the bladder, and an indwelling 
catheter was necessary during the three-month postoperative 
period. He was to undergo a suprapubic prostatectomy when- 
ever he was considered sufficiently recovered to do so. How- 
ever, the incision for such surgery revealed a peculiar hemor- 
thagic blood factor which made it unwise to proceed. Blood 
studies failed to disclose the reason for this bleeding problem. 
Vitamin By in doses of 100 meg. daily was given for the week 
after the cystostomy on the basis of previous observations that 
such therapy seems to be helpful in certain bleeding problems. 

A second-stage suprapubic prostatectomy was carried out one 
week after the cystostomy, and no untoward incident occurred 
during surgery. The patient did have an unusually large gland, 
and because of his previous bleeding experience the capsule 
was packed with iodoform gauze for hemostasis. He got along 
very satisfactorily from the prostatectomy. However, after the 
removal of the packing on the fifth postoperative day, his 
blood pressure went down to practically nothing and he 
suffered profound shock and had to be immediately resuscitated 
with oxygen and intravenous doses of levarterenol. He was 
given blood transfusions, 50 mg. of hydrocortisone, and intra- 
venous doses of tetracycline and pencillin. He was given 25 
mg. of diphenhydramine (Benadryl) hydrochloride by hypo- 
dermic injection. 

After this initial episode, which demanded levarterenol for 
four days, his electrolytic balance was continuously all right 
and he was on maintenance therapy with antibiotics, vitamins, 
and blood given intravenously. He was critically ill for three 
weeks, with one week of total unconsciousness, On numerous 
occasions the nurses felt that it was not possible for him to 
survive another hour. He regained consciousness, however, 
and appeared to be well on the road to recovery when an 
aortic aneurysm ruptured and resulted in instant death. An 
autopsy demonstrated that he had had multiple miliary renal 
abscesses bilaterally, which were in various stages of resolution. 
The dosage of hydrocortisone had not exceeded 50 mg. per 
day nor more than 25 mg. of diphenhydramine when that was 
given. The last week the dose had been tapered off to 25 mg. 
of cortisone orally. 

Case 3.—A 50-year-old woman was often hospitalized for 
prolonged, frequently recurring pyelonephritis. She was seen 
in consultation in the hospital in an acute pyelonephritic 
attack in September, 1944. From 1944 until April, 1953, she 
was hospitalized with recurrence of these acute, febrile, 
bilateral pyelonephritis and cystitic problems because of the 
inability to control the infection with the customary supportive 
chemotherapeutic vitamin and antibiotic therapy. 

Upon discharge on April 28, 1953, she was put on therapy 
with cortisone, 2.5 mg. orally daily, On May 15, 1953, she 
reported that she was feeling fine and gaining weight, By 
June 15, 1953, she had gained 5 Ib. (2.3 kg.). From that date 
until February, 1956, at which time she moved to California, 
she took cortisone, 2.5 mg. per day, whenever she felt herself 
“slipping.” She would take it from periods of anywhere from 
one week to six weeks at a time. 


MECHANISM OF INFLAMATION—HERBST 


Use of Antihistamines and Corticoids 


There are certain aspects concerning the use of anti- 
histamines and corticoids that should be discussed. 
Very important is the fact that antibiotics or chemo- 
therapeutic agents should always be used along with 
corticoids.’* This is not important in the administration 
of antihistamines.'™* 

The dosage to be used is very important, because 
much larger doses than are necessary or advisable are 
very frequently used and because small doses, mean- 
ing doses from 1 to 25 mg. of any of the corticoids, do 
not influence the electrolytic balance to any appreci- 
able degree. There has been considerable comment 
on the production of perforating gastrointestinal ulcers 
after the administration of the corticoids. These acci- 
dents do occur, but they occur in the patients who 
are given large doses of from 50 to 300 mg. per day. 

There is also the criticism of interference with heal- 
ing. In the surgical procedures carried out for bilateral 
adrenalectomy, really large doses of cortisone are 
given preoperatively and postoperatively with no 
difficulty in wound healing. There should be no reason 
for anyone’s not realizing that large dosages, that is, 
over 50 mg. per day, would almost certainly upset 
homeostasis and possibly unfavorably so. In addition, 
it is noteworthy that 1 mg. of estradioldipropionate 
produced a most spectacular clinical response the first 
time it was used in the treatment of advanced meta- 
static carcinoma.'* It is unreasonable to feel that 5 mg. 
of any corticoid would seriously upset homeostatic 
balances. 

In regard to antihistamines, tripelennamine ( Pyri- 
benzamine ) hydrochloride has been used in doses of 
50 mg. one to three times a day. Diphenhydramine is 
given in 25-mg. doses orally or by injection from one to 
three times a day. 

It is noteworthy that many anesthetists use diphen- 
hydramine and hydrocortisone by injection both 
during the operation and in the early postoperative 
recovery period. For patients who have frequently 
recurring infectious inflammatory lesions of the uri- 
nary tract, doses of the corticoids vary anywhere from 1 
mg. of prednisolone to 2.5 mg. of cortisone without 
any untoward reaction. The reports that one receives 
of the patients’ own observations of the influence of 
these smal] doses of cortisone are very impressive. 
Recently I saw a patient who had been on therapy 
with 1 mg. of prednisolone for a month after dismissal 
from the hospital for an acute pyelonephritis and cys- 
titis attack. She stated that for the whole month that 
she took the prednisolone she felt fine and that when 
the drug was withdrawn she did not feel nearly so 
well and that, moreover, two months later she had 
mild recurrence of cystitis. 


Summary 


There are available spectacularly effective pharma- 
ceutical agents which successfully prevent death in 
conditions of severe shock, acute infectious inflamma- 
tory lesions, and general resistance deficiencies. When- 
ever corticoids are administered, antibiotics or chemo- 
therapeutic agents should be administered along with 
them and their administration continued after the 
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corticoids are withdrawn. The frustrating problem of 
frequently recurring infectious inflammatory entities 
shows promise of being satisfactorily controlled by the 
judicious administration of small doses of corticoids 
and antihistamines. Our rapidly increasing knowledge 
of the metabolic processes that occur in individual 
cells will probably hold the answer to innumerable 
improvements in what is already a very inspiring and 
promising field of therapeusis. 


1801 Eye St. N. W. (6). 
The patient in case 1 is reported with the permission of 
Dr. William P. Herbst III. 
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COMPRESSION NEUROPATHY OF THE MEDIAN NERVE IN THE CARPAL TUNNEL 


George S. Phalen, M.D. 


James I. Kendrick, M.D., Cleveland 


As the median nerve passes down the volar aspect 
of the forearm and enters the carpal tunnel, it lies 
immediately beneath the transverse carpal ligament 
and on top of the flexor tendons of the fingers (fig. 1). 
Any alteration in the contour of the carpal tunnel or 
any increase in the volume of the contents of the 
carpal tunnel can easily compress the median nerve 
against the transverse carpal ligament, producing 
pain, paresthesias, or numbness in the sensory distri- 
bution of the median nerve in the hand. The median 
nerve supplies sensation to the most important portion 
of the hand—the lateral half of the palm, the lateral 
half of the ring finger, and the volar aspect of the 
entire middle finger, index finger, and thumb. The 
median nerve also innervates the opponens, short 
flexor, and short abductor muscles of the thumb. Pres- 
sure on the median nerve in the carpal tunnel may be 
sufficiently great to produce paralysis of these thenar 
muscles. 

It is readily understood how trauma to the wrist in- 
volving the distal end of the radius and the carpal 
bones may so alter the contour of the carpal tunnel 
that the median nerve may become compressed _ be- 


From the Department of Orthopedic Surgery, the Cleveland 
Clinic Foundation, and the Frank E. Bunts Educational Institute. 

Read before the Section on Orthopedic Surgery at the 105th 
Annual Meeting of the American Medical Association, Chicago, 
June 12, 1956. 


* The median nerve as it leaves the forearm passes 
through the carpal tunnel in order to reach the hand. 
Within the tunnel it is subject to compression by 
neighboring structures because of space limitations 
imposed by the transverse carpal ligament. The re- 
sulting symptoms have been studied in 71 patients; 
they were bilateral in 39 and unilateral in 32. The 
right hand was affected in 23 and the left hand in 
only 9 of the unilateral cases. Seventeen patients 
were men. Diagnosis depended on sensory findings 
(pain and paresthesias) limited to the distribution of 
the median nerve in the hand, on prompt exacerba- 
tion of symptoms when the wrist was held in the 
flexed position, and on the production of tingling in 
the fingers by percussion over the carpal tunnel. 
Atrophy of thenar muscles was present in half the 
cases. Etiological and pathological findings favored 
the conception of this disorder as some type of local- 
ized rheumatic disease. Immobilization of the wrist 
by a splint and administration of hydrocortisone re- 
lieved the symptoms in many cases. Surgery, the sim- 
ple sectioning of the transverse carpal ligament, was 
carried out on 49 wrists in 37 patients and generally 
sufficed to decompress the nerve and relieve symp- 
toms. In three instances, however, a partial synovec- 
tomy had to be done in order to obtain adequate 
decompression. 
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neath the transverse carpal ligament. In certain patho- 
logical conditions, notably acromegaly and pleonos- 
teosis, there may be sufficient hypertrophy of the 
bones as well as thickening of connective tissue and 
ligamentous structures to produce compression of the 
median nerve in the carpal tunnel. We are concerned, 
however, in this report with a spontaneous gradual 
compression neuropathy of the median nerve, without 
any evidence or history of injury or disease. We be- 
lieve this condition in most instances results from a 
chronic, nonspecific synovitis involving the flexor 
synovialis in the carpal tunnel. 

The term carpal tunnel syndrome is now used to 
describe all cases of compression neuropathy of the 
median nerve in the carpal tunnel. It is only in the 
past few years that this syndrome has been brought 
to the attention of the medical profession. Since the 
presentation of our first three cases at a meeting of 
the American Society for Surgery of the Hand in 
January, 1949, there have been numerous other re- 
ports in the literature.’ Our attention was drawn to 
this condition by the report of Brain, Wright, and 
Wilkinson * in 1947; they described six patients in 
whom the condition had been successfully treated by 
section of the transverse carpal ligament. This opera- 
tion was recommended by Marie and Foix * in 1913, 
by Moersch * in 1938, and by Cannon and Love ® 
1946. In three of the 38 cases of “tardy median palsy” 
reported by Cannon and Love, there was no associated 
injury or disease, and these cases, therefore, might be 
classified as spontaneous median neuropathy. 


Material 


The purpose of this paper is to report our findings 
in 71 patients having spontaneous compression neurop- 
athy of the median nerve in the carpal tunnel who 
have been examined here during the past eight years. 
Of these 71 patients, 54 (76%) were women and 17 
(24%) were men. Originally, we believed this condi- 
tion existed almost exclusively in women. 

Of the 71 patients, the youngest was 24 years of age 
and the oldest 77 years. A little more than 60% of the 
patients were between the ages of 40 and 60 years. 


MEDIAN NERVE 


TRANSVERSE 


THUMB MUSCLES CARPAL LIGAMENT 


MUSCLES OF 
LITTLE FINGER 


GREATER 
MULTANGULAR 


CAPITATE 


Fig. 1.—Diagram of cross section of wrist through carpal 
tunnel, Median nerve lies immediately beneath transverse carpal 
ligament and on top of all flexor tendons. 


Three of the patients were from 0 through 30, 11 from 
31 through 40, 23 from 41 through 50, 20 from 51 
through 60, 10 from 61 through 70, and 4 from 71 
through 80 years of age. 
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@f the 71 patients, 39 had symptoms in both hands 
and 32 had symptoms in only one hand. A few of the 
patients who initially had symptoms in one hand subse- 
quently developed symptoms in the other hand. Of the 
32 patients with unilateral symptoms, 9 patients’ symp- 


Fig. 2 (case 1).—Top, anterior view and, bottom, lateral view 
of hands, showing pronounced atrophy of thenar muscles in left 
hand. This is much more apparent when thenar eminence is 
observed in profile. 


toms were in the left hand, and only 1 of these 9 
patients was left-handed. In almost every instance of 
bilateral involvement, the patient's symptoms were 
worse in the dominant hand; this would indicate that 
active use of the hand tends to aggravate the con- 
dition. 

Report of Cases 


The following case reports illustrate the diagnosis 
and clinical course in typical examples of spontaneous 
compression neuropathy of the median nerve in the 
carpal tunnel. 


Case 1.—A 49-year-old woman was first examined. at the 
Cleveland Clinic on July 6, 1954. She complained that her left 
thumb had become progressively weaker and more useless during 
the past six months and that atrophy of the thenar muscles had 
increased during the past three months. There was no pain in the 
hand or wrist. The patient’s mother, aged 74 years, had a similar 
condition in both wrists, with extreme atrophy and weakness in 
both thumbs. 

Physical examination revealed slight hypesthesia in the median 
distribution of the left hand, involving chiefly the thumb and 
index finger. There was pronounced atrophy of the thenar 
muscles and weakness of pinch between the thumb and fingers 
(fig. 2). Tinel’s sign over the median nerve at the wrist was 
absent. The wrist flexion test (complete flexion of the wrists, 
sustained for 60 seconds) produced numbness and tingling in 
the median distribution of the left hand only. There was nu 
swelling and no restriction of motion in any joint. 

On July 20, 1954, the transverse carpal ligament in the left 
hand was sectioned through a 3-cm. transverse incision in the 
distal flexion crease of the wrist. No definite compression of 
the median nerve was noted at the time of the operation, but the 
flexor synovialis in the carpal tunnel was moderately thickened. 
Biopsy of this thickened synovialis and of the transverse carpal 
ligament revealed no evidence of inflammation. 
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Fifteen days postoperatively, the patient no longer had hypes- 
thesia in her left hand. Five months later she had more strength 
in her hand, and there was less atrophy of the thenar muscles. A 
little more than one year postoperatively, atrophy of the thenar 
muscles had disappeared and there was a complete return of 
normal strength in the left thumb. It is now almost two years 
since this patient’s operation, and she has had no further trouble 


with her hand. 


A a “ 


Fig. 3 (case 2).—A, lateral view of hands, showing bilateral 
atrophy of thenar muscles, more pronounced in right hand. B, 
lateral view of both hands three months after decompression of 
median nerve at left wrist, showing return to normal of thenar 
muscles in left hand. 


Case 2.—A 38-year-old woman was first examined here on 
July 6, 1954. She had noticed slight pain in the thumb and 
index and middle fingers of her right hand about 10 years 
previously. There was no history of injury. Three years before 
examination, she developed numbness in the median distribu- 
tion of her right hand, together with a slight flexion deformity 
of all fingers. She consulted a neurosurgeon who made a diag- 
nosis of compression neuropathy of the median nerve in the 
carpal tunnel. in September, 1951, the right wrist was operated 
on, with section of the transverse carpal ligament and neurolysis 
of the median nerve. The flexion contracture of the fingers and 
some of the pain in her hand were relieved after this operation, 
but the numbness continued to increase in severity, and she 
still had much pain in her hand at night. During the year before 
examination here there had been a gradual atrophy of the thenar 
muscles. In March, 1954, four months before examination, she 
first noticed pain and numbness in the median distribution of 
the left hand. These symptoms had gradually increased in 
severity so that she had great difficulty in buttoning her clothes 
or doing any sort of work with her hands. During the two months 
before examination, she had observed a gradual wasting of the 
thenar muscles, accompanied by extreme weakness in her thumb. 
She frequently had cut and burned her fingers without realizing 
it. She had noticed a slight swelling on the volar aspect of each 
wrist for the past several months. 

Examination of the right hand revealed extreme hypesthesia 
in the median distribution, with pronounced atrophy of all the 
thenar muscles supplied by the median nerve. Grip in the hand 
was weak. The wrist flexion test was negative, and Tinel’s sign 
was weakly present over the median nerve at the wrist. There 
was a soft, nontender, subcutaneous swelling over the flexor 
tendons just proximal to the wrist joint. There was a well-healed 
longitudinal operative scar, 4.5 cm. in length, extending across 
the wrist joint and volar aspect of the forearm. Results of exami- 
nation of the left hand were essentially the same as those in the 
right except that the hypesthesia in the median distribution and 
the thenar atrophy were not quite as pronounced (fig. 3A). 

On Aug. 7, 1954, the left wrist was operated upon. The flexor 
synovialis was found to be greatly hypertrophic and densely ad- 
herent to the flexor tendons. There was a bulbous swelling of 
the median nerve proximal to the edge of the transverse carpal 
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ligament, and the nerve was severely compressed within the 
carpal tunnel. The transverse carpal ligament was sectioned, and 
the major portion of the thickened flexor synovialis was excised 
The median nerve was adequately decompressed by this pro. 
cedure. Ten days postoperatively, the patient noticed some retury 
of sensation in the median distribution of her hand. She no longer 
had any pain in her hand. Eleven weeks postoperatively, she 
lacked sensation only in the tips of the index and middle finger, 
and the thenar muscle atrophy was disappearing. 

The patient requested that another operation be performed 
on her right wrist. On Dec. 9, 1954, a 7-cm. incision was made 
transversely across the wrist for a short distance and then cop- 
tinued down the center of the forearm, excising the previoys 
incisional scar. The palmaris longus tendon was found to be 
pressing firmly down into the substance of the median nerve: 
this tendon was excised. The median nerve was found to be 
flattened and moderately indurated. The normal median nerve 
at a point 6 cm. from the distal flexor crease at the wrist measured 
6 mm. in diameter. The nerve then ballooned out to 12 mm, jn 
diameter as it passed into the carpal tunnel (fig. 4). The nerve 
was also compressed in the carpal tunnel. The flexor synovialis 
was thickened and had to be separated by sharp dissection from 
the flexor tendons. It was necessary to excise the major portion of 
this flexor synovialis to decompress the median nerve. Three 
weeks after the second operation, the patient noticed slight im- 
provement in sensation in her right hand, and she also experi- 
enced some twitching in the paralyzed thumb muscles. Six 
months later, there was further return of sensation in the hand 
but no evidence of improvement in the thenar atrophy. 

At the present time, the patient has normal sensation in her 
left hand and normal power in the thumb muscles. Sensation is 
diminished in the tips of the thumb and index and middle fingers 
of the right hand, and there still is moderate atrophy of the 
thenar muscles (fig. 3B). Biopsy specimens of the flexor syno- 
vialis from each wrist revealed a microscopic picture compatible 
with rheumatoid synovitis. The synovial lining cells were hyper- 
trophic, and there were focal collections of lymphocytes (fig. 5). 


Case 3.—A 55-year-old man was first examined here on Nov. 
30, 1954. For three years prior to examination the patient had 
recurrent attacks of severe pain and tingling in the median dis- 
tribution of his right hand. There was no history of any injury 
to the wrist, but each attack seemed to follow excessive use of 
his hand. In the past year he had observed some wasting away 


Fig. 4 (case 2).—Photograph showing findings at operation on 
right wrist. Palmaris longus tendon has been sectioned at its in- 
sertion and turned backward onto forearm. Rubber drain has 
been passed beneath normal median nerve in forearm. Note 
how median nerve is swollen proximal to transverse carpal liga- 
ment due to pronounced hypertrophy of underlying flexor 
synovialis. 


of the thenar muscles and had noticed that the paresthesias in 
his hand became more severe when he was writing. Between 
the acute attacks there remained some hypesthesia in the median 
distribution in the hand. 
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Examination revealed that Tinel’s sign over the median nerve 
at the wrist was present, a positive wrist flexion test, mild hypes- 
thesia in the median distribution distal to the wrist joint, and 
moderate thenar atrophy, involving principally the short flexor 
and short abductor muscles. A roentgenogram of the wrist re- 
vealed no abnormality. 

On Dec. 30, 1954, the transverse carpal ligament was sectioned 
through a transverse incision in the distal flexion crease at the 
wrist. There was a definite bulbous swelling of the nerve proxi- 
mal to the edge of the transverse carpal ligament. The palmaris 
longus tendon was excised because it appeared to have been 
exerting considerable pressure on the underlying median nerve. 
The flexor synovialis was moderately thickened. A biopsy of this 
synovialis revealed evidence of chronic nonspecific inflammation. 

The day after operation, the patient said that he no longer 
had the “thorns in the end of the fingers” that he had had prior 
to the operation, especially at night. When the patient was last 
seen in May, 1956, he had no symptoms referable to either hand 
and the thenar atrophy had disappeared. 


Diagnosis 


The diagnosis of spontaneous compression of the 
median nerve in the carpal tunnel must be considered 
when a patient complains of hypesthesia or pares- 
thesias in the median distribution or when there is 
isolated paralysis of the thenar muscles supplied by 
the median nerve. The history is usually that of a pro- 
gressive weakness and clumsiness in the hands, associ- 
ated with numbness and tingling in the median 
distribution distal to the wrist joint. Although occa- 
sionally there may be some aching or pain radiating up 
the forearm and even up to the shoulder, there never 
are any objective sensory changes proximal to the 
wrist joint. 

In none of the 71 patients in this series was there a 
history of injury. We have seen two cases in which 
the carpal tunnel syndrome developed many years 
after fractures about the wrist; these cases of tardy 
median palsy are not included in this series. 

In patients with bilateral compression neuropathy, 
the symptoms were more severe in the dominant hand. 
Strenuous use of the hand always seemed to aggravate 
the pain and numbness in the median distribution, 
although the patient sometimes was not aware of this 
until after resting the hand for several hours after the 
manual activity. Many patients also complained of 
pain at night, which frequently was severe enough to 
prevent sleep. Although the hypesthesia was slight in 
some cases at the time of testing, the patient would 
readily point out the portion of the hand in which 
paresthesias and numbness occurred after strenuous 
use of the hand; and this area invariably coincided 
with the sensory distribution of the median nerve. 

Hypesthesia in the median distribution was the most 
constant of all clinical findings in this series, occurring 
in 68 (96%) of the 71 patients. Tinel’s sign is a tingling 
sensation radiating out into the hand, obtained by 
light percussion over the median nerve at the wrist. 
Tinel’s sign was present in 63 (89%) of the 71 patients. 

Atrophy of the thenar muscles—opponens, short 
flexor, and short abductor muscles—was observed in 
varying degrees in 38 (54%) of the 71 patients. Some 
of these patients were unaware of this atrophy until 
it was brought to their attention. On looking down on 
the palm of the hand, one may often fail to observe 
the thenar atrophy, which is readily apparent when 
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the profiles of the two thumbs are compared (fig. 2). 
If the opponens muscle is spared, there may be pro- 
nounced atrophy of the thenar muscles without signifi- 
cant weakness in the thumb. It has been established 
that there may be marked anatomic variation in the 
innervation of the thenar muscles; the ulnar nerve 
may supply some or all of the thenar muscles that 
usually are supplied by the median nerve." 

The so-called wrist flexion test was a very helpful 
diagnostic aid. The patient is asked to flex both wrists 
completely and keep them flexed for approximatel) 
60 seconds. In this position, the median nerve is 
pressed upon by the proximal edge of the transverse 
carpal ligament to a greater extent than it is when the 
wrist is extended. Even in the normal wrist, prolonged 
complete flexion of the wrist will eventually cause 
numbness in the median distribution in the hand. In 


Fig. 5 (case 2).—Photomicrograph of flexor synovialis show- 
ing hypertrophy of synovial lining cells and focal collections of 
lymphocytes compatible with microscopic findings in rheuma- 
toid synovitis. 


cases of compression neuropathy of the median nerve, 
however, there usually is a prompt exacerbation of 
numbness and paresthesias in the median distribution 
in the hand when the wrist is held in a flexed position, 
with prompt improvement in these symptoms when 
the wrist is returned to a neutral position. The wrist 
flexion test was positive in 57 (73%) of the 71 patients. 

It has been shown experimentally that pressure 
within the carpal tunnel is increased by extension of 
the wrist. Sustained extension of the wrist, therefore, 
may also produce an exacerbation of numbness and 
tingling in the median distribution. However, we have 
found that the wrist extension test is only occasionally 
positive in these cases and is not a reliable diagnostic 


sign. 
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A pneumatic-tourniquet test has been described by 
Gilliatt and Wilson.’ Increased pain and paresthesias 
in the median distribution is produced by inflating a 
pneumatic cuff above the systolic pressure on the arm 
of patients with a carpal tunnel syndrome. The test 
was positive in 13 of a series of 35 patients with com- 
pression neuropathy of the median nerve. In many of 
our more recent cases we have employed this test, 
but we believe it is not so reliable as the wrist flexion 
test. 

Roentgenograms were made of at least one wrist 
in each patient in this series. In no case was there 
evidence of sufficient arthritis or bony abnormality to 
produce the patient’s symptoms of median nerve com- 
pression. Special carpal tunnel views were not made 
in every case, so we cannot comment specifically about 
the bony contour of the carpal tunnel. Since none of 
the patients in this series had a history of injury to 
the wrist or hand, one would not anticipate the pres- 
ence of structural abnormalities in the distal radius 
or the carpus. 

If there is sufficient thickening of the flexor synovi- 
alis, there may be obvious swelling or a palpable 
thickening over the volar aspect of the forearm proxi- 
mal to the wrist joint. On two occasions, the median 
nerve itself was palpable as a firm, very tender sub- 
cutaneous mass immediately proximal to the trans- 
verse carpal ligament. This mass was mistaken for a 
ganglion preoperatively in one case; this case has been 
previously reported by one of us.* 

In the 71 patients, the duration of symptoms refer- 
able to the hands was less than 6 months in 17 patients, 
from 6 months to 2 years in 23, from 2 years to 10 
years in 19, from 10 years to 15 years in 8, from 15 
years to 25 years in 3, and more than 25 years in 1. It 
is interesting to note that only 17 (24%) of the patients 
had had symptoms in their hands for six months or 
less. The great majority of the patients had had com- 
plaints referable to their hands for at least a year or 
more. Two patients had had symptoms for 20 years, 
one for 25 years, and another for 30 years. 

Differential Diagnosis 

Pain and hypesthesia in the fingers can be produced 
by any lesion involving the nerve pathways to the 
hand. Lesions of the central nervous system, such as 
brain tumors, syringomyelia, or degenerative diseases 
of the spinal cord, sometimes are causative. Much 
more frequently, however, the lesion is found to be 
one that produces irritation of the fifth to eighth 
cervical nerve roots, such as protruded cervical inter- 
vertebral disks, hypertrophic arthritis of the cervical 
spine, and injuries involving the cervical nerve roots. 
The peripheral nerves, including the brachial plexus, 
may be the site of the trouble. A tumor or aneurysm 
in the neck, a cervical rib, or a tight anterior scalene 
muscle may compress the trunks of the brachial plex- 
us. The symptoms in the hands may be only a part 
of a generalized polyneuritis or a diabetic neuropathy. 

All of these conditions must be considered in the 
differential diagnosis of the carpal tunnel syndrome. 
An accurate diagnosis of compression neuropathy of 
the median nerve in the carpal tunnel may be made, 
however, if Tinel’s sign is present over the median 
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nerve at the wrist, a wrist flexion test is positive, and 
all objective sensory findings are strictly limited to 
the median distribution distal to the wrist. These are 
the three most reliable and most constant findings, 
and in almost every case at least two of these three 
clinical findings are present. In addition, there wi] 
be partial atrophy of the thenar muscles in more than 
half of the cases. 


Pathogenesis 


From our experience in the observation and treat. 
ment of these 71 patients, we have concluded that 
spontaneous compression of the median nerve in the 
carpal tunnel is caused by thickening of the flexor 
synovialis within the carpal tunnel. The exact etiology 
of this condition could not be determined. Biopsy 
specimens of the flexor synovialis were taken from 38 
of the 49 wrists operated upon; and 14 of these biop- 
sies showed evidence of a chronic inflammation com- 
patible with a diagnosis of rheumatoid synovitis. The 
other 24 biopsies revealed only a fibrosis or thickening 
of the synovialis without definite evidence of any in- 
flammatory changes. Sections were also made of the 
transverse carpal ligament in some of the patients, 
but no evidence of inflammation was seen in any of 
these specimens. 

Edema and thickening of the flexor synovialis seem 
to us to be the most likely cause of the development 
of a spontaneous compression of the median nerve 
in the carpal tunnel. Nissen has also found a chronic 
nonspecific proliferative tenosynovitis about the flexor 
tendons in his cases. We believe this tenosynovitis 
must be fundamentally rheumatic in origin, although 
it is certainly not necessarily associated with true 
rheumatoi¢ arthritis. The improvement noted in some 
cases after the injection ef hvdrocertisone (Hvrocor- 
tone) in‘o the carpal tunnel would also lend credence 
to the rheumatic nature of the tenosynovitis. Further- 
more, many of the patients complained of some peri- 
articular swelling and transient stiffness in the smal 
joints of the hand; these symptoms were believed to 
result from a periarthritis. 

Ischemia of the median nerve has been cited as the 
primary cause of this spontaneous compression neuro- 
pathy.'* Certainly, compression of the nerve may re- 
sult in a certain degree of ischemia, and this ischemia 
may, in turn, play some role in the production of the 
clinical syndrome. The rapid disappearance of pares- 
thesias and pain after operation makes it reasonable 
to regard the lesion as a transient ischemia of the 
nerve, but we believe this ischemia must be secondary 
to the thickening of the flexor synovialis rather than a 
primary condition. 

We believe that spontaneous compression neuro- 
pathy of the median nerve in the carpal tunnel is not 
an occupational disease. Often repeated, forceful 
grasping movements might cause some tenosynovitis 
of the flexor tendons in the carpal tunnel, but this 
certainly is not a common finding. External pressure, 
of course, from a hard object over a long period of 
time might also cause some direct pressure on the 
median nerve. Kendall’* believes that the principal 
factor in the production of the carpal tunnel syndrome 
is a compression of the median nerve by muscle ac- 


Vol 
tio! 
des 
4 use 
tos 

pat 

am 
in 

acc 
fibr 
dis 
fre 
ura 
wo 

tra 
obs 
var 
of 
of 
abc 
fou 
one 
wo 
net 

pat 
ma 
wh 

act 
me 
in 
not 
aut 
effe 

me 
: pat 
or: 

nes 
the 

| 
aid 
get 
ex] 
ble 
qui 
‘ 
fle 
lat 
lat 
pal 
3 the 
: 
ho 

j 


Vol. 164, No. 5 


tion. It is true that almost every patient in our series 
described an aggravation of symptoms after strenuous 
use of the hands, and the symptoms were almost al- 
wavs worse in the dominant hand. None of these 
patients, however, consistently did an excessive 
amount of work with the hands. 

The carpal tunnel syndrome has been described 
in association with certain systemic disorders, such 
as acromegaly and pleonosteosis,® which are usually 
accompanied by various degrees of proliferation of 
fibrous tissue. There was no evidence of these systemic 
disorders in any of our cases. 

It is interesting to speculate why spontaneous com- 
pression of the median nerve occurs so much more 
frequently in women than in men. There is no struc- 
ural difference in the carpal tunnels of men and of 
women. Men certainly subject their hands to more 
trauma than do women. It is a well-known clinical 
observation, however, that rheumatic conditions of 
various types about the wrist and hand are more 
common in women than in men. In this present series 
of cases, there was one woman with an associated 
Quervain’s disease (stenosing tenosynovitis of the long 
abductor and short extensor tendons of the thumb), 
four women had an associated “trigger finger” (stenos- 
ing tenosynovitis of the flexor tendons in the palm), 
one woman had an acute pisiform bursitis, and two 
women had a “tennis elbow” (lateral humeral epi- 
condylitis). 

Since the majority of patients with compression 
neuropathy of the median nerve are women in meno- 
pause, Schiller and Kolb*” have suggested that there 
may be a stimulation of connective tissue growth 
when estrogens are no longer present to suppress the 
activity of pituitary growth hormone. They have 
treated three patients with so-called menopausal 
median neuropathy by the administration of estrogens; 
in each patient the digital pain disappeared. We have 
not used this treatment in any of our cases, but other 
authors’ state that treatment with estrogens is not 
effective. 


Treatment 


Decompression of the median nerve may be readily 
accomplished by section of the transverse carpal liga- 
ment. This operation is recommended only when the 
patient's symptoms are severe and of long duration 
or when there is evidence of progression of the numb- 
ness and paresthesias in the fingers or evidence of 
thenar atrophy. 

The operation can be readily performed with the 
aid of local anesthesia, but we prefer to employ a 
general anesthetic, which permits a more thorough 
exploration of the median nerve and carpal tunnel. A 
bloodless field, obtained by use of a pneumatic tourni- 
quet, greatly facilitates the operation. 

A 3-cem. transverse incision is made in the distal 
flexion crease of the wrist. The medial end of this 
incision may be continued up the forearm, and the 
lateral end of the incision may be continued into the 
palm, forming an S-shaped incision through which 
the entire carpal tunnel and the lower forearm may 
be exposed. We have seldom found it necessary, 
however, to employ so long an incision. The simple 
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transverse incision usually provides sufficient exposure 
to permit section of the transverse carpal ligament. 
Care must be taken to section the entire ligament 
along its medial aspect in order to avoid any possible 
damage to the recurrent branch of the median nerve. 

A simple sectioning of the tranverse carpal ligament 
is usually sufficient to decompress the median nerve. 
However, it sometimes is necessary to do a partial 
synovectomy before adequate decompression of the 
nerve can be obtained. Synovectomy was done in 3 
of the 49 procedures in this series. 

Since there has been no evidence of any disability 
whatsoever from section of the transverse carpal liga- 
ment, no patient should be denied the benefit of 
operation if there are positive indications for surgical 
treatment as noted above. Not all patients with spon- 
taneous compression of the median nerve in the carpal 
tunnel require surgery. If the symptoms are mild and 
of short duration, a period of rest for the hand, with 
use of a simple wrist splint, may cause all symptoms 
to disappear. The administration of hydrocortisone 
also may result in improvement. 

In this series we have operated upon 49 wrists in 
37 patients. Twelve patients with bilateral symptoms 
had only one wrist operated upon. Eleven other pa- 
tients with bilateral symptoms had only one wrist 
operated upon, symptoms in the other hand not being 
sufficiently severe to require surgical treatment. We 
preferred not to operate upon both wrists at the same 
time; only two patients insisted that this be done. One 
wrist was operated upon twice because the transverse 
carpal ligament was not completely severed at the 
first operation. 


Results of Treatment 


The results in all 49 wrists that were surgically 
treated were good as far as relief from pain was con- 
cerned. Not infrequently, on the day after the opera- 
tion, the patients would volunteer the information that 
they no longer had the paresthesias and night pain 
that they used to have. Normal sensation returned in 
32 hands, and the remaining 17 hands regained some 
sensation in varying degrees. 

Thirty of the hands that were operated on had 
evidence of thenar atrophy. Thirteen of these hands 
regained normal size and strength in their thenar 
muscles within from 6 to 12 months after the opera- 
tion. Eight of the 30 hands showed no evidence of 
regeneration of the thenar muscles, but none of these 
became worse. The remaining nine hands showed 
varying degrees of improvement. The thenar muscles 
improved the quickest, of course, in those hands in 
which the muscles had been paralyzed the shortest 
time preoperatively. As a general rule, if the paralysis 
had existed for more than one year, the outlook for 
recovery after decompression of the median nerve was 
not too good. However, two patients who had had 
atrophy for more than three years regained normal 
thenar muscles after the operation. 

Fifty per cent of the wrists that were operated upon 
showed a definite bulbous swelling of the median 
nerve proximal to the edge of the transverse carpal 
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ligament. In no case was there evidence of a true 
interstitial neuroma. It was not necessary to perform 
a neurolysis of the median nerve in any case. 

At operation the median nerve showed evidence of 
obvious compression by the transverse carpal liga- 
ment in 60% of the cases. In some there was a definite 
groove in the nerve where it rested beneath the proxi- 
mal edge of the transverse carpal ligament. We 
realize that there is normally a certain degree of 
flattening of the median nerve as it passes through 
the carpal tunnel. 

At operation 70% of the wrists showed definite 
evidence of a thickening of the flexor synovialis that 
we believe was sufficient to account for the median 
nerve compression. 

Five cases were reported as showing no obvious 
abnormality at the time of operation. However, all of 
these patients were promptly relieved of their symp- 
toms after sectioning of the transverse carpal ligament. 

In 20 of our more recent cases we have employed 
injections of hydrocortisone into the carpal tunnel, 
and 16 of these patients have shown definite improve- 
ment. Usually three or four injections of 1 cc. at 
weekly intervals are sufficient, and several patients re- 
quired only a single injection for relief. The injection 
is made by inserting a 25-gauge needle directly into 
the carpal tunnel, passing just medial to the palmaris 
longus tendon and the median nerve. The 1 cc. of hy- 
drocortisone is dispersed among the flexor tendons 
and beneath the median nerve in the carpal tunnel. 
No discomfort is experienced by the patient during 
the injection. 

Summary 


We examined 71 patients with spontaneous com- 
pression of the median nerve in the carpal tunnel. 
Most of these patients were women between the ages 
of 40 and 60 years. We believe that in most, if not all, 
of these cases the condition was caused by some type 
of localized rheumatic disease—most often a chronic 
nonspecific proliferative tenosynovitis of the flexor 
tendons. Diagnosis of this condition is made on the 
basis of a positive wrist flexion test, the presence of 
Tinel’s sign over the median nerve at the wrist, and 
the limitation of all sensory findings to the median 
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distribution distal to the wrist. The majority of the 
patients in this series also had evidence of partial 
thenar atrophy. The patient's symptoms of pain and 
paresthesias in the median distribution of the hand 
may be readily relieved by sectioning the transverse 
carpal ligament to decompress the median nerve jn 
the carpal tunnel. Only rarely is a partial synovectomy 
also necessary to decompress the nerve adequately. 
In some cases surgery is not necessary; a simple wrist 
splint or the administration of hydrocortisone may 
alleviate the symptoms. 


2020 E. 93rd St. (6) (Dr. Phalen). 
References 


1. (a) Phalen, G. S.; Gardner, W. J.; and LaLonde, A. A.: 
Neuropathy of Median Nerve Due to Compression Beneath 
Transverse Carpal Ligament, J. Bone & Joint Surg. 32-A:109- 
112 (Jan.) 1950. (b) Lang, E. F., Jr.: Syndrome of Median 
Nerve Compression in Carpal Tunnel, S. Clin. North America 
342853-857 (June) 1954. (c) Kremer, M.; Gilliatt, R. W. 
Golding, J. S. R.; and Wilson, T. G.: Acropareesthesiae in 
Carpal-Tunnel Syndrome, Lancet 22590-595 (Sept.) 1953. 
(d) Nissen, K. I.: Etiology of Carpal Compression of Median 
Nerve, J. Bone & Joint Surg. 34-%:514-515 (Aug.) 1952. 
(e) Kendall, D.: Non-penetrating Injuries of Median Nerve at 
Wrist, Brain 7384-94 (March) 1950. 

2. Brain, W. R.; Wright, A. D.; and Wilkinson, M.: Spon- 
taneous Compression of Both Median Nerves in Carpal Tunnel: 
Six Cases Treated Surgically, Lancet 1277-282 (March 8) 
1947. 

3. Marie, P., and Foix, C.: Atrophie isolee de l’éminence 
thénar d’origine nevritique: Réle du ligament annulaire antérieur 
du carpe dans la pathogénie de la lésion, Rev. neurol. 26@3647- 
649, 1913. 

4. Moersch, F, P.: Median Thenar Neuritis, Proc. Staff Meet. 
Mayo Clin. 18:220-222 ( April 6) 1938. 

5. Cannon, B. W., and Love, J. G.: Tardy Median Palsy; 
Median Neuritis; Median Thenar Neuritis Amenable to Surgery, 
Surgery 203210-216 ( Aug.) 1946, 

6. Rowntree, T.: Anomalous Innervation of Hand Muscles, 
J. Bone & Joint Surg. 31 s-8B505-510 ( Nov.) 1949. 

7. Gilliatt, R. W., and Wilson, T. G.: Pneumatic-Tourniquet 
Test in Carpal Tunnel Syndrome, Lancet 22595-597 ( Sept.) 
1953. 

8. Phalen, G. S.: Spontaneous Compression of Median Nerve 
at Wrist, J. A. M. A. 14%81128-1132 (April 14) 1951. 

9. (a) Watson-Jones, R.: Leri’s Pleonosteosis, Carpal Tunnel 
Compression of Median Nerves and Morton’s Metatarsalgia, 
J. Bone & Joint Surg. 31 -%B:560-571 (Nov.) 1949. (b) Schiller, 
F., and Kolb, F. O.: Carpal Tunnel Syndrome in Acromegaly, 
Neurology 4271-282 (April) 1954. 


Periodic Peritonitis——American pediatric literature and textbooks do not contain any reports of 
periodic peritonitis, a syndrome which is familiar to internists in this country as well as physi- 
cians in the Near East and North Africa. This disease, often familial, apparently is limited prin- 
cipally to Arabs, Armenians, and Jews, but other peoples occasionally are affected. Periodic 
peritonitis is characterized by abdominal pain and tenderness, fever, polymorphonuclear leuco- 
cytosis, and, at times, pain in the thorax and joints. The duration of an attack is 24 to 72 hours; 
it is followed by complete remission, but exacerbations occur at regular intervals . . . and the 
remissions may become shorter with age. Most of the patients have undergone appendectomy 
in childhood. There is no appreciable effect on the general health or growth or development 
of afflicted children. In more than half of the reported cases the onset took place in childhood, 
and the condition has been reported in the United States, Lebanon, and North Africa. . . . The 
cause of this syndrome is unknown. Other authors have not found a relationship to allergy. No 
infectious agent has been implicated. The possibility of a neurologic background has been ex- 
plored. However, patients with abdominal epilepsy do not have abdominal physical signs or 
fever, and their attacks usually are controlled by anticonvulsant medication.—G. S. Sturtz, M.D., 
and E. C. Burke, M.D., Periodic Peritonitis, A. M. A. Journal of Diseases of Children, October, 
1956. 
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HEALTH HAZARDS ENCOUNTERED IN 
JET AIRCRAFT FUEL CELLS 


Ist Lieut. Americo R. Lombardi (MSC) 
Capt. Arthur S. Lurie (MC), U. S. A. F. 


The health problems encountered by Air Force 
personnel engaged in the maintenance of jet bombers 
could, in the not-too-distant future, be encountered 
by personnel performing a similar operation on com- 
mercial jet airliners. Undoubtedly, the most hazardous 
of these operations is the cleaning and repair of the 
aircraft fuel cells, an operation potentially more haz- 
ardous than the cleaning of bulk gasoline storage 
tanks. 

A study of this operation has been performed at 
Smoky Hill Air Force Base, Salina, Kan., with two 
principal objectives: (1) to evaluate the physical 
dangers that could result from chronic or acute ex- 
posure to aviation gasoline and/or jet fuels, and 
(2) to review the medical and engineering precautions 
necessary for the safety of the personnel engaged in 
this operation. 

The fuel cells of the B-47 jet bomber are rubber- 
lined cubicles that fill cavities within the aircraft 
fusilage. Trained personnel must enter these cells to 
effect repairs or to remove the rubber lining entirely 
if necessary (see figure). Entrance into these cells is 
gained by means of small portals located on the under- 
surface of the fusilage and in the bomb bay. The 
interior of the cel] provides minimal space for free- 
dom of movement by personnel performing the opera- 
tion of repair or removal. Since most of the cells are 
interconnected, it is often necessary to crawl from 
one cell into another, thus penetrating deeper into 
the fusilage of the aircraft and away from sources 
of ventilation (see figure, B). 

It can, therefore, be readily seen that the operation 
is performed under extremely poor working condi- 
tions. The limited size of the access opening and the 
limited working space prohibit the use of cumbersome 
protective equipment by personnel. In addition, the 
very close confinement of the personnel while they 
are thus engaged is an acute psychological factor. 
Additional hazards include fire and explosion, acute 
intoxication from fuel vapors, systemic poisoning from 
tetraethyl lead, and dermatitis from direct contact 
with petroleum hydrocarbons. 


Toxicity and Chemical Nature of Jet Engine Fuel 


The figure 1,000 ppm is that most widely quoted 
as being the “safe limit” for prolonged exposure, while 
the safe-practice manuals state that “atmosphere 
within a tank which registers more than 14 to 20 per 
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Salina, Kan. Captain Lurie is now at the New England Center 
Hospital, Boston. 
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¢ In the maintenance of jet aircraft, the most hazard- 
ous physical danger results from exposure to the jet 
fuels while maintenance personnel are repairing or 
replacing the rubber-lined fuel containers. The haz- 
ards involved include fire and explosion, acute intoxi- 
cation from fuel vapors, systemic poisoning from 
tetraethyl lead, dermatitis from direct contact with 
petroleum hydrocarbons, and the acute psychological 
factor of confinement. In a study of 12 men who car- 
ry out fuel cell repair, occasional central nervous 
system reactions occurred among those who did not 
wear masks while performing their duties. The type 
and cause of the reactions point out the safety meas- 
ures to be taken. 


cent of the lower combustible limit is considered 
unsafe for breathing even for a short period of time.” ' 
In the performance of fuel cell repair or removal, it 
has been found impractical to use these limits as a 
safe criterion because of the rapid build-up of toxic 
vapors even after ventilation for long periods of time. 
This is due to the interconnection of the fuel cells, 
which allows the fuel vapors to travel freely from 
one cell to another, and to the limited number and 
size of the access openings through which the cells 
can be ventilated. In addition, evidence that these 
limits are dangerously high has been presented along 
with the contention that a single figure for maximum 
permissible concentration of solvent vapors for a 
number of materials such as gasoline, jet fuel, benzine, 
and petroleum naphtha is not practical because of 
the wide variation in their chemical composition.’ 

Toxicologically, the Air Force has taken the stand 
that jet fuel and aviation gasoline are very similar, 
with the noticeable exception that jet fuels do not con- 
tain tetraethy] lead.” However, most jet engines can 
and do burn aviation gasoline occasionally, producing 
a potential lead exposure hazard to the men engaged 
in the fuel cell repair work as well as to other main- 
tenance and repair personnel. 

The jet fuel presently used by the United States Air 
Force exists in three grades, JP-1, JP-3, and JP-4, with 
JP-4 the fuel in common usage at present. The chem- 
ical composition of jet fuels has general characteristics, 
and all three fuels utilized by the Air Force are 
toxicologically similar. Basically, jet fuels consist 
principally of aliphatic hydrocarbons, with JP-1 con- 
taining not more than 20% of aromatic hydrocarbons 
by volume, while JP-3 and JP-4 contain not more 
than 25% of aromatic hydrocarbons by volume. In 
addition, JP-3 and JP-4 may contain up to 0.4% by 
weight of sulfur compounds other than mercaptan 
sulfur and as much as 0.005% of mercaptan sulfur by 
weight. These fuels may also contain oxidation in- 
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hibitors such as amines or phenols in small amounts. 

That jet fuel is toxic in the same order of magnitude 
as aviation gasoline is substantiated by the approxi- 
mately equal percentage of aromatics present in each 
fuel.* However, jet fuel is slightly less volatile due to 
a higher distillation temperature range, which reduces 

_ the likelihood of equally high concentrations occurring 
under similar conditions of temperature and pressure.” 
To the man working within the fuel cells, however, the 
resultant advantage that can be realized by this factor 
is almost nil. 

Paddy states that “evidence of serious systemic 
injury from the prolonged inhalation of low concen- 
trations of aviation fuel vapors is scanty and incon- 
clusive. It seems probable that concentrations low 
enough to produce no immediate response in sus- 


ceptible persons will, upen long-repeated exposures, 
cause no serious chronic illness in man, but this point 
has yet to be established.” 

Dermatitis due to petroleum derivatives can be 
classified as contact or exogenous in nature. It is most 
often an eczematous, follicular, or acneiform eruption. 
Petroleum derivatives are fat solvents, which remove 
the natural skin oils and cause dermatitis by their 
defatting properties. In addition, the chemicals pres- 
ent in fuels as inhibitors are also likely contributors 
to dermatitis. Removal of the petroleum irritant from 


> contact with the skin usually results in an improve- 
eo ment in the skin condition. 

Toxic Reactions 

‘ The physical examinations performed on 12 airmen 
ae (average age, 23 years) who carry out fuel cell repair 
eae at this station were all within normal limits. All lab- 
: oratory studies also were within normal limits. Because 


: several men complained of dizziness, ataxia, and head- 
- aches during work and after leaving the cells, an 
attempt was made to discover if a relationship existed 
between the toxic symptoms and the wearing of a 
protective chemical cartridge mask (see table). 
Occasionally there were central nervous system 
reactions; these occurred among those men who did 
not wear masks. None occurred among those who did 
wear masks. No definite evidence of chronic toxic 
effect was discovered in the 12 airmen examined. It 
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is highly probable that chronologically older individ. 
uals would be more susceptible to permanent organic 
injury. 


Safety Measures 


Certain safety measures are recommended for per. 
sonnel engaged in the cleaning and repair of jet 
aircraft fuel cells. 

1. All personnel so engaged should have preemploy. 
ment physical and laboratory examinations, with 
follow-up examinations at six-month intervals. 

2. The fuel cells should be thoroughly emptied, 
dried, and ventilated prior to entry. The use of ex. 
plosion-proof blowers equipped with multiple, long- 
length flexible ducts for easy insertion into the multiple 
cells is advocated for more positive ventilation. As 


A, position of airman in one fuel cell about to deflate lining of second fuel cell for removal. B, position of airman in second cell cav- 
ity about to remove deflated fuel cell. C, removal of deflated fuel cell. Note location and size of access portals. 


the extreme confinement of the cell access openings 
makes it impossible for the men to wear positive- 
pressure hose masks, chemical cartridge-type face 
masks for organic vapors have been used at this 
station. As the efficiency of this type of mask is very 
limited (it is effective only at concentrations of organic 


Relationship Between Reported Symptoms, Wearing of 
Protective Mask, and Total Time of Exposure in the 
Cells in Twelve Airmen 


Length of 
Wore Exposure, 
Examinee Reported Symptoms Mask Hr. 

1 Ataxia and oceasional “wobbly” 

sensation after leaving cells ............ No 320 
2 sud No 1,200 
Dyspepsia, indigestion No 8 
4 Dizziness (if remainine: 

5 Oecesional sharp frontal 

headache and visual blurriness ......... No 400 
9 “Echoing, ’ repetition of thoughts, 

“racing of engines,” fuel burns ......... Rarely 1,360 
10 Skin becomes dry and peels when 

clothing becomes wet with fuel ......... Yes 1,632 
11 None (experienced dizziness when 

masks were unavailable) ................ Yes 1,040 


vapors lower than 1,000 ppm), thorough evacuation 
of the fuel vapors from the cells must be accomplished 
before entry is made into the cells, Reventilation of 
the cells must be carried out whenever there is a re- 
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currence of fume accumulation in order to insure an 
adequate oxygen supply and to prevent fume intoxica- 
tion. As the protection afforded by this type of mask 
is dubious even under these conditions, it is advocated 
that the positive-pressure type hose mask be adapted 
for use Within fuel cells, thus insuring a constant 
supply of oxygen and positive protection against high 
concentrations of fuel and tetraethyl lead vapors. 

3. The cleaning and repair of jet fuel cells should 
be performed by not less than two men, with one man 
outside the cell serving as the observer of the man 
w'thin the cell. It is advisable that these two men carry 
or a continuous conversation (whenever possible ), so 
that the observer may recognize an emergency and 
take prompt action in rescuing the repair operator. 

4. Clean, light-colored clothing of a material that is 
not conducive to a build-up of static electricity should 
be worn by personnel entering the cells. This clothing 
should be changed and laundered upon the completion 
of a day’s work or when it becomes contaminated 
with fuel. 

5. Lightweight rubber gloves and shoe packs should 
be worn by the personnel working within the cells. 

6. The workers should bathe at the end of each 
day’s work or after any contamination of the body 
with fuel. 


MEDICAL EDUCATION—WEISKOTTEN 533 


Summary 


Twelve airmen were examined in order to review 
and evaluate the dangers that could result from acute 
and chronic exposure to aviation jet fuels. It was 
noted that occasional central nervous system reactions 
occurred among the men who did not wear a protec- 
tive mask. All physical examinations and laboratory 
studies were within normal limits. The findings in 
the 12 men included in this study cannot be consid- 
ered statistically significant on the basis of the evi- 
dence presented. Certain safety measures should 
always be followed by personnel engaged in this 
type of work. 

USAF Hospital, Schilling Air Force Base, Salina, Kan. ( Lieu- 
tenant Lombardi ). 
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LASTING VALUES IN MEDICAL EDUCATION 


Herman G. Weiskotten, M.D., Skaneateles, N. Y. 


In this, my last address as Chairman of the Council 
on Medical Education and Hospitals of the American 
Medical Association, I had anticipated expressing my 
great satisfaction with the present continuing develop- 
ment of medical education and the enormous progress 
that has been made in recent years. I had anticipated 
congratulating the medical schools on this progress 
and on the recognition and support received, not only 
in this country but throughout the world. 

However, as I have reviewed the various criticisms 
that recently have been directed toward our medical 
schools and their educational programs, I have been 
forced to the conclusion that many believe that all is 
not as well as I had thought. Some state that medical 
education is in a period of revolution; some, that it is 
in a period of transition; and others, that it is missing 
its objectives of training physicians for the care of 
patients. Still others state that it is training technical 
specialists rather than practitioners of medicine and, 
further, that there is an almost total neglect of the 
patient as a person and.of a host of socioeconomic 
factors that frequently play a major role in the pre- 
vention, diagnosis, and treatment of disedse™ 


Chairman, Council on Medical Education and Hospitals of the 


. American Medical Association. 


Read before the 53rd Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1957. 


* There are many groups and agencies, including in- 
dustry and the lay public, whose support and cooper- 
ation are essential to the continuous advancement of 
medical education and medical care. The teaching 
programs of our medical schools should not remain 
static. Important advances have been made, such as 
the shift of emphasis from the didactic to the experi- 
mental and practical methods of teaching, the estab- 
lishment of full-time faculties, and the development 
of clinical clerkships. Criticisms that curriculums are 
overspecialized and that socioeconomic and environ- 
mental factors in sickness are neglected arise in large 
part from imperfect communication between groups; 
they indicate a need for the establishment of mutual 
understanding and cooperative relationship, espe- 
cially between the schools and the local medical pro- 
fession. Unilateral action has sometimes proved detri- 
mental to all concerned. Continued progress depends 
on cooperation, especially on the part of leaders in 
both medical education and organized medicine. 


Most of these indictments have come from indi- 
viduals outside of the field of medical education who 
have special interests in socioeconomic, psychological, 
and public health fields as well as in the over-all prob- 
lems that they consider involved in the complete med- 
ical care of the American public. In the main, 
however, these individuals have had no experience or 
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have no competence in the field of medical education. 
As a rule they have no first-hand information as to the 
details of the educational programs of the medical 
schools of the country. They look to the medical 
schools to solve the problems they visualize in these 
fields. Many of these individuals apparently are living 
in a world of words and phrases that they do not find 
listed in the curriculum outlines of the medical 
schools. They, therefore, conclude that nothing re- 
lating to these words and phrases is in any way 
touched upon in the undergraduate program. 

Moreover, the activities of these groups and the 
support available from some of them have had an 
impact on many of the medical schools, inducing them 
to accept these indictments as justified. As an illustra- 
tion of such impact, I quote a recent statement by the 
dean of one of our leading medical schools: “Our 
preoccupation with scientific medicine has tended to 
let the patient fade into a faceless, nebulous creature, 
often no more than a number on a test tube or an 
entry on a chart.” Although I am sure that this grossly 
exaggerated criticism was intended to stimulate 
thoughtful study, it was understood by many to 
justify fully the previously mentioned indictments and 
to point out the need for revolutionizing medical 
education. 

I do not wish to suggest in any way that the teach- 
ing programs of our medical schools should remain 
static. As in the past, so in the future, there will 
be need for changes in curriculum content and in 
methodology. These continually must be adjusted to 
changes in the scientific as well as in the clinical and 
social aspects of medicine. However, new material 
and new approaches should be adopted only after 
careful and intelligent study and experimentation 
bv the faculties of our medical schools. The schools 
should never adopt changes merely as a result of un- 
intelligent propaganda having its source from the 
outside, or as a result of pressures from the adminis- 
tration of the university, or even as a result of pres- 
sures from within the medical school itself. 

In view of all these circumstances, I have decided 
to base this discussion on my personal observations 
and my review of the changes that have been and are 
now taking place in medical education. As one who 
has been intimately associated with medical educa- 
tion on a local and national basis for nearly half a 
century, I believe there is some justification for this 
effort. 


The Flexner Survey 


My interest in medical education began about the 
time of the Flexner survey. I well recall the visit of 
Drs. N. P. Colwell and Abraham Flexner to my school 
in October, 1909. At this time there had been de- 
veloped laboratory exercises in the basic science 
courses in most of the better medical schools. How- 
ever, these were, in general, “cook book” courses 
illustrating various demonstrable aspects of the ma- 
terial covered in the lectures and textbooks. 

The course in anatomy was almost wholly limited 
to pure morphology and frequently involved the 
learning of rhymes to assist in the memorization of 
various anatomic structures. The main emphasis in 
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the physiology laboratories was on muscle-nerye 
physiology. In bacteriology, most of the time was de. 
voted to the making of culture mediums and to study. 
ing the cultural characteristics of bacteria. In path. 
ology courses, students spent much time in staining 
and mounting sections that usually proved entirely 
unsatisfactory for microscopic study. I still remember 
how severely I was criticized in 1914 for the publica. 
tion of a paper recommending the use of loan collec. 
tions of well-prepared sections in order to provide 
time for using the experimental method in teaching 
pathology. 

Teaching in the clinical years was almost entirely 
by lectures and by textbook assignments, with occa- 
sional medical and surgical amphitheater clinics and 
ward walks. Diagnosis was taught in a manner similar 
to that of the use of a set of football signals, with 
various groups of findings leading to the diagnosis of 
specific diseases. In practically all courses, efforts 
were made to cover completely a chosen textbook and, 
in general, emphasis was placed on the presentation 
of masses of often unrelated facts. Outpatient teach- 
ing largely involved practice in bandaging and in the 
prescribing of drugs for the symptomatic treatment 
of ambulatory patients. 

Faculty meetings, when they were held, involved 
accusations and counteraccusations by preclinical and 
clinical teachers and involved demands by influential 
specialists for more and more hours for lectures and 
clinics. A relatively large percentage of graduates 
entered practice immediately after graduation from 
medical school. 

Although a few medical schools are justified in con- 
sidering the foregoing statements as an unwarranted 
indictment of their then-existing programs, I can 
assure you that these statements do represent a true 
picture of the general level of medical education at 
that time. A few schools, notably Johns Hopkins 
Medical School, had been developing programs based 
on sound educational and scientific principles. These 
schools, together with a group of competent and dedi- 
cated individuals serving as faculty members in other 
medical schools, were to serve as the “torchbearers” 
in the advancement of medical education. 

The great impact of the Flexner report was such 
that medical schools were forced to give serious 
attention to the improvement of their educational 
programs. Proprietary medical schools soon disap- 
peared, : nd medical education passed out of the hands 
of isolated groups and was turned over to the uni- 
versities, There resulted an increased interest in the 
programs of the Association of American Medical 
Colleges and of the Council on Medical Education, 
which had assumed roles of accreditation. Attendance 
at the Annual Congress on Medical Education and at 
the meetings of the Association of American Medical 
Colleges increased markedly. The programs of these 
meetings dealt with the problems and new develop- 
ments in the educational programs. Visits by repre- 
sentatives of the college association and the Council 
provided opportunity for the discussion of the pro- 
grams of the individual schools. 
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Medical Science Developments 

Advancements in the medical sciences emphasized 
the necessity of students receiving a thorough ground- 
ing in the basic medical sciences if they were to apply 
these in their clinical training and later practice. 

Establishment of Full-time Faculty—It became 
apparent that the character and training of the faculty, 
together with its interest in contributing to the ad- 
vancement of medicine and its effective influence on 
students, more than any other factor, determined the 
quality of a medical school. The employment of a 
competent full-time faculty and the provision and 
support of properly equipped laboratories for teach- 
ing and research in the basic medical sciences marked 
the first great advance in medical education. It also 
greatly increased the cost of operating a medical 
school. 

The justification of increased cost was made clear 
by the changes that occurred in the teaching programs 
of the basic science departments of the schools under- 
taking the new developments. There occurred 
gradual and continuing changes in viewpoints, ob- 
jectives, course content, and methodology. Emphasis 
was placed on the experimental rather than the de- 
scriptive approach to the subjects. Large classroom 
lectures and discussions tended to be replaced by 
small group conferences. Here, students were stimu- 
lated to think and to understand, rather than merely 
to memorize. More and more attention was given to 
general principles and their application in clinical 
medicine. For example, it was found that much of 
physiology could be taught in terms of human physi- 
ology by using the same instruments and procedures 
that students would later use in the clinical depart- 
ments. As advances in the basic medical sciences 
rapidly progressed, and as the advisability of adding 
new material increased, thoughtful consideration was 
given to the relative importance of the various ele- 
ments of the course content. 

The establishment of full-time basic science facul- 
ties unquestionably better enabled the medical schools 
to implement their obligation to transmit knowledge. 
As institutions of higher education the schools were 
now in a position to assume more fully the additional 
obligation of expanding the borders of knowledge 
through the research activities of their staffs. The 
change in the educational environment that was inci- 
dent to the research atmosphere so created has been 
of untold importance in the scholarly growth of medi- 
cal students. 

Development of Clinical Clerkships.—The success 
of the adoption of these sound educational concepts 
led to a consideration of their application in the teach- 
ing programs of the clinical departments. Didactic 
exercises and amphitheater clinics provided little 
opportunity for students to apply their training in the 
basic medical sciences to the field of clinical medicine. 

Perhaps this led to the greatest single advance that 
has ever been made in the undergraduate clinical 
training of practitioners of medicine, that is, the de- 
velopment of the clinical clerkships. Students were 
provided an opportunity to apply their training in the 
basic medical sciences in the diagnosis and treatment 
of disease. They acquired training in the proper ap- 
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proach to problems in clinical medicine. They were 
stimulated to do independent thinking rather than 
merely to accept and try to remember statements 
made in textbooks, didactic exercises, and amphi- 
theater clinics. With the large amount of time re- 
quired for the establishment of clerkships, the clinical 
faculties were faced with the problem of determining 
their objectives. Volume of coverage gave way to com- 
pleteness in the basic training of the students in the 
proper approach to patients and to the problems of 
clinical medicine. The number of didactic exercises 
was greatly reduced, and, with proper supervision, 
the education and training in the clinical years became 
individualized. 

Teaching and Research Programs.—The dual alle- 
giance of part-time and volunteer clinical teachers to 
their private practices and teaching responsibilities 
served to point out the importance of providing a 
central core of teachers serving on an essentially full- 
time basis in the major clinical departments. These 
full-time teachers were needed to provide the desired 
supervision of clerkships and to initiate the desired 
research programs. Fortunately, some of the few 
medical schools that pioneered in the early develop- 
ment of these advanced educational and research 
programs were producing a group of well-trained 
clinical men interested in academic careers of teach- 
ing and research. Such men frequently served as the 
key personnel in the development of similar programs 
in other medical schools. Furthermore, their interest 
in research and in the advancement of medicine 
greatly broadened the programs and responsibilities of 
the medical schools. 

At the beginning of these developments only a 
small part of the medical research in this country was 
conducted in medical schools. In recent years the 
great preponderance of scientific advances in medi- 
cine have evolved from the research programs con- 
ducted in the basic science and clinical departments 
of our medical schools. At the same time, such ad- 
vances, together with the development of diagnostic 
and therapeutic procedures essential to their proper 
application in clinical medicine, have required a 
better understanding of the basic medical sciences 
than was previously considered essential to the suc- 
cessful practice of medicine. 

In the conduct of their teaching and research pro- 
grams, the schools have played an ever-increasing 
role in establishing the highest possible standards of 
medical care both in their teaching hospitals and 
throughout the area in which they are located. 

Progress in Medical Care.—All of these develop- 
ments have enormously increased the cost of operation 
of our medical schools. However, these increased costs 
have been fully justified by the fact that in recent 
years the health and medical care of the public have 
improved more than in all previous history. Such 
progress has been the result of the application of the 
advances in medical science in the training of physi- 
cians. Although we must recognize that not all of our 
medical schools have as yet been able to effect as full 
a development as desirable of the educational and 
research advancements to which I have referred, their 
underlying philosophy and patterns have been recog- 
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nized as sound. Many schools are in urgent need of the 
basic facilities, personnel, and financial support for 
these developments. 

If I am correct in this brief outline of the changes 
that have ocurred in the programs of the medical 
schools and of the effect of these changes on the ad- 
vancement of medicine and the medical care of the 
public, we must retain the lasting values that have 
been successful in meeting our objectives of providing 
for the public the highest type of medical care com- 
mensurate with the ever-increasing advancements in 
our understanding of medical problems. 

Organizational and Other Support.—Time will not 
permit any detailed discussion of the various agencies 
and factors involved in the continuing development 
and expansion of the teaching, research, and service 
programs to which I have referred. This continuing 
development has been due, in part, to the combined 
and cooperative efforts of the Association of American 
Medical Colleges and the Council on Medical Edu- 
cation and Hospitals of the American Medical Associ- 
ation, which, during the past 15 years, have worked 
in ever closer cooperation through the functioning of 
a liaison committee. Some idea of the extent of the 
programs of these two bodies is indicated by the 
changes in their budgets in the past 15 years. The 
budget of the Association of American Medical Col- 
leges was increased from $31,500 in 1941 to $366,400 
in 1956. The budget of the Council on Medical Edu- 
cation and Hospitals increased from $84,500 in 1941 
to $410,000 in 1956. 

These two organizations, in addition to maintaining 
close relationships with the individual schools, have 
worked in close cooperation with the American Hos- 
pital Association, the Federation of State Boards of 
Medical Examiners, and a host of other groups and 
agencies interested in the advancement of medicine. 
Without the cooperation of these groups, the medical 
schools would have found it difficult or impossible 
to develop their undergraduate and graduate teaching 
and research programs to the high level they have 
now attained. 

Throughout the entire period of these develop- 
ments, much of the financial support and stimulus 
has been provided by philanthropic foundations and 
the private citizenry of the country. Private industry 
and governmental agencies have greatly increased 
their support of medical education and research. 
Never before have funds for the support of medical 
research been as readily available to the medical 
schools as they are today. However, there still remains 
urgent need for the basic support of many of the 
schools. The present trend away from categorical and 
toward unearmarked grants offers unusual promise for 
the sound and continued advancement of both the 
teaching and the research programs of the schools. 


Criticisms of Medical Education 


I would like to expand briefly on some of the present 
criticisms of medical education referred to in my 
opening remarks. 

Trend Toward Specialization.—To charge the medi- 
cal schools and their educational programs with re- 
sponsibility for recent trends toward specialization 
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is to my mind entirely unwarranted. Rapid advances 
in the field of medicine as well as in other fields of 
endeavor naturally have led to increased specialization, 
In fact, failure to specialize would tend to deny to the 
public the advantages incident to many of these ad. 
vances. It is true that, especially in medicine and 
engineering, these trends have presented both edu. 
cational and service problems. However, whether we 
like it or not, specialization is here to stay. In medicine 
we can take much satisfaction in the development and 
recognition of sound graduate programs for the train- 
ing of specialists. 

Present undergraduate programs in our medical 
schools are in no way directed toward the training of 
specialists. As emphasized by the Association of Amer- 
ican Medical Colleges, medical schools properly have 
as their objective the provision of a solid foundation 
for a physician’s continued development, regardless 
of the nature of his future career in the broad field 
of medicine. It would be tragic if any sound educa- 
tional program, basically designed to produce what 
might be called an “undifferentiated physician,” were 
altered in an attempt to resolve problems of general 
practice or medical practice in any particular form. 

I should like to add that, personally, I have no 
sympathy with certain efforts to induce a student, 
upon his admission to medical school, to commit him- 
self to a specific type or location of medical practice. 

Neglect of Socioeconomic and Environmental Fac- 
tors._Those who accuse the schools of the total 
neglect of the patient as an individual and of neglect 
of the socioeconomic and environmental factors re- 
lated to what is frequently referred to as comprehen- 
sive medical care seem to feel that they are advocating 
something new in medical education. They have 
probably forgotten that it was a medical educator 
who half a century ago pioneered in the field of medi- 
cal social work. 

In my own medical school, more than 25 years ago, 
students serving as clinical clerks began to visit the 
homes of a certain number of patients assigned to 
them on the wards of the teaching hospital. This prac- 
tice is still continued. The specific objective is the 
study of all of the various factors related to the pa- 
tient’s illness. Experimentation with other carefully 
considered methods of giving the undergraduate stu- 
dent a proper viewpoint of the importance of these 
factors is to be commended, as long as such experi- 
mentation in no way lessens or weakens what I have 
referred to as the lasting values of a student's edu- 
cation and training. Probably some schools have tend- 
ed to neglect consideration of this aspect of medical 
education. It is my own opinion that, where included, 
this aspect should be incorporated as a part and ‘parcel 
of a student’s clinical training rather than as a super- 
imposed exercise or assignment. 

Under any circumstances we should remember that 
medical students are probably not as unfamiliar with 
these factors as some would have us believe. Practi- 
cally all of them have been members of families for 20 
years or more before entering medical school. The 
need for various forms of student aid suggests that 
they also have some familiarity with the economic 
problems of life. Furthermore, as clinical clerks, stu- 
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dents come into more intimate and continued contact 
with individual patients and their problems than has 
occurred before in the history of medical education. 
Finally, I resent the implication that the clinical 
teachers in our medical schools are a group of heart- 
less scientists with no interest in the patient as an 
individual. 
Local Opposition to Medical School Programs 


The very nature of advances in the teaching of 
medicine has resulted in the clinical departments 
playing a more active role in the medical care of the 
people of the area in which a medical school is lo- 
cated. The policies of the medical schools have been 
varied in regard to privileges of the essentially full- 
time clinical faculty to conduct a limited amount of 
private practice. Some of these policies have been 
seriously questioned. As a result, in a few instances, 
certain local medical groups have handicapped or 
opposed the full development of the clinical depart- 
ments of schools. These groups sometimes fail to 
realize that the work of the men on the clinical 
faculty is essential to the sound progress of medical 
education and that an attitude of opposition rather 
than fair and just integration is a real threat to the 
very structure of modern medical education. Local 
private pracitioners not only should have an interest 
in medical education but should have much to con- 
tribute to it. The establishment of clear understanding 
and cooperative relationships between the schools 
and the local medical profession should work out to 
the best interests of both groups. 


Comment 


May I emphasize that our present programs of med- 
ical education are by no means perfect and probably 
never will be. Nor do I believe that uniformity of the 
details of the curriculum of our medical schools is in 
any way desirable. I have tried to refer briefly to the 
advances in the undergraduate programs of the medi- 
cal schools that I consider to be of such lasting value 
that they should be carefully guarded less they be 
diluted or lost. And I believe there is danger of losing 
them if organized medicine, university administrators, 
or even medical school administrators yield to popular 
pressures and attempt to dictate the policies or the 
educational programs of our medical schools. 

Undergraduate medical education must be left in 
the hands of medical educators, that is, in the hands of 
the experienced members of the faculties of the medi- 
cal schools. Only they are in a position to evaluate 
and deal with the complex problems of laying a foun- 
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dation for a student's future career as a physician. The 
time presently allotted to the undergraduate course is 
already extremely short, especially in view of the 
rapid advances in certain of the fundamental aspects 
of medical diagnosis and medical care. Under no 
circumstances can we hope to give the undergraduate 
student the maturity, judgment, and attitudes in re- 
gard to all of the so-called practicalities of medicine 
that can only be acquired by his subsequent experi- 
ences in his hospital training and practice. 

Recognizing that the stated objectives of both medi- 
cal education and the organized medical profession 
are the advancement of medicine and the provision 
of the highest type of medical care possible, | would 
like to make a plea for medical educators to take a 
more active part in the activities of organized medi- 
cine. Organized medicine needs the assistance and 
advice of the medical educators of the country in 
dealing with many of the problems with which it is 
faced. 

Furthermore, I would like to make a plea for organ- 
ized medicine, through its Council on Medical Edu- 
cation and Hospitals, to confer with the Association of 
American Medical Colleges in regard to problems 
relating to medical education. Without such coopera- 
tion, even in the face of the best intentions, there may 
result in the future, as in the past, unilateral actions 
that may be detrimental to organized medicine, medi- 
cal education, and the medical care of the public. 

There is a host of other groups and agencies, in- 
cluding industry and the lay public, whose support 
and cooperation are essential to the continuous ad- 
vancement of medical education and medical care. 
Surely, if leaders in these important areas of human 
endeavor approach their joint problems with the sole 
purpose of seeking resolutions that will best serve 
the interests of the public, much of the present con- 
troversy will disappear. 

In closing, may I express the hope that, after this 
glance over the road that medical education has 
traveled, you will agree with me that the progress 
made is indeed worthy of a commendation. So much 
distance, including the steep hills with many ob- 
stacles, has been traversed as to make it clearly evi- 
dent that our faculties have consistently recognized 
and chosen the way of lasting values. I have every 
confidence that they will continue in this advance, 
pausing only on occasion, to read and intelligently 
interpret the signs indicating side roads of transient 
worth. 


5842 Alton Rd., Miami Beach, Fla. 


Hemosiderosis and Blood Transfusions.—Periodic blood transfusions may be life-sustaining for 
patients with a refractory, chronic hemolytic, or aplastic anemia, but the necessity of such reg- 
ular administration of blood is liable in time to result in hemosiderosis. Since every pint of blood 
carries into the patient’s body approximately 250 mg. of iron and since there is no pathway for 
excretion of iron, the giving of large numbers of blood transfusions gradually leads to the depo- 
sition in various organs of the body of considerable quantities of iron which may in time inter- 
fere with their functions, Hemosiderosis may affect the bone marrow, myocardium, kidneys 
and adrenal glands. The liver may become cirrhotic or diabetes may result from siderosis of 
the pancreas.—H. F. Brewer, M.D., B.Ch., The Hazards of Blood Transfusion, The Postgradu- 


ate Medical Journal, June, 1956. 
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ORIENTING MEDICAL STUDENTS TOWARD “THE WHOLE PATIENT” 
John C. Whitehorn, M.D., Baltimore 


In the strenuous reappraisal of medical education 
that has been proceeding so vigorously in the last two 
decades in America, the words “integrative” and “com- 
prehensive” appear with great frequency. These adjec- 
tives give expression to efforts at improvement, and 
they imply some dissatisfaction with medical education 
and medical practice. The dissatisfaction is pointedly 
focused upon an educational process that has appeared 
too fragmented and upon a pattern of medical 
practice that is stigmatized as too specialistic or too 
technological. At the same time it is vigorously as- 
serted, and generally acknowledged, that health serv- 
ice in this country is at a higher level of excellence 
than ever before. Indeed, it seems probable that the 
enthusiasm over its excellence provides a powerful 
motivation for proceeding vigorously toward the rem- 
edy of the defects in medical education. 

The recognition of defects has been stimulated, in 
some measure, by public criticism. It is not that the 
public is antagonistic toward doctors. Public attitude 
surveys show that medicine enjoys a very high pres- 
tige. But there are criticisms. Two common criticisms 
are that individual physicians do not show appropriate 
human understanding and that the medical profession 
in general shows little understanding of social proc- 
esses affecting health. If these criticisms are creditable, 
they appear to point up some defect in the preparation 
of persons in the medical profession. There could, 
theoretically, be an alternative explanation, that per- 
sons entering the profession of medicine have little 
interest in human beings and human problems. Ad- 
missions committees are much concerned about the 
selection of medical students and about the premedical 
phase of education. There are academic processes that 
distort this selection and that disorient students to 
human and social values. 

In 1951, in a conference on psychiatry and medical 
education, sponsored by the American Psychiatric 
Association, there was submitted a rather extensive 
review of opinions obtained from a selected list of 
knowledgeable laymen. A brief quotation from one 
citizen may serve to epitomize the comments of many. 
He wrote: 


Many doctors treat their clients as mere patients, rather than 
as fellow human beings. Many doctors whom I know are con- 
genial fellows, but in their relationships with the patients they 
give the impression of being hurried. There is a certain assembly 
line attitude and aloofness to which the patients are keenly 
sensitive. It is no wonder that . . . quacks by the thousands thrive 
. . . because they listen, they sympathize and they give the 
impression of sincerely desiring to help, even though they do not 
have the proper medical training, if any at all. 


Director, Department of Psychiatry, and Henry Phipps Pro- 
fessor of Psychiatry, Johns Hopkins University School of Med- 
icine. 

Read before the 53rd Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1957. 


J.A.M.A., June 1, 1957 


* In orienting the student to the patient, a major task 
is to mobilize the common-sense insights that the 
student has already developed and to help him in 
organizing them and in examining their relevance to 
professional operations in the field of health and 
disease. Visiting the patient in his home is not always 
better than seeing him in office or hospital settings, 
unless the student is prepared to overcome the social 
habits of polite evasion and tactful prevarication and 
to discuss essential matters with genuine respect, 
tact, and thoroughness. After such orientation, his 
course is determined by two general types of factors. 
One is the practice, counsel, and good example of 
admired young leaders; the other is the influence of 
a continued, liberal, humanizing education. The 
student who is encouraged to use all university re- 
sources, liberal as well as technical, is likely to gain 
a good conception of the physician’s responsibility 
that is implied in the phrase “the whole patient.” 


Critics within the medical profession have been 
somewhat harsher, pointing up not merely an irritating 
lack of graciousness and human sympathy but in- 
stances of doctors’ serious misunderstandings and fail- 
ures in professional obligations because of the failure 
to recognize emotional factors in the patient’s distress 
or disability. These critical remarks need not be multi- 
plied. What I have said will suffice to focus attention 
upon the need, in medical education, for orienting 
doctors more effectively toward the patient as a per- 
son. My discussion shall be concerned most directly 
with the consideration of how this need may be met. 


Role of Psychiatry 


There is a common belief that what needs to be 
learned can be taught. The assertion has been made 
that doctors do not understand human nature or do 
not use this understanding in their professional work; 
hence, somebody should teach them this understand- 
ing and how to use it in their work. The task of leader- 
ship in such teaching has been assigned to the 
department of psychiatry in the typical American 
medical school of today. Why? 

First of all, in explanation, it should be said that 
psychiatrists have been granted such opportunities 
and responsibilities because they sought them. They 
felt that they had, in recent decades, developed within 
psychiatry a considerable body of useful knowledge, 
theory, and skills regarding personality and the ways 
of dealing with emotional processes. This body of 
knowledge seemed to offer to physicians in general a 
useful basis for understanding and dealing with hu- 
man nature. 

The core of this modern psychiatric insight and 
working methodology lay in a very simple and 
elementary proposition, namely, that those oddities 
of behavior, thought, and feeling that constitute the 
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symptomatology of the psychotic and neurotic types 
of illness are found to have human meaning with 
relevance for human motivation. That is, these oddities 
are found to be relevant to the issues and conflicts of 
life. This proposition is usable (and this is the key 
clause ) if one can gain a sufficiently penetrating under- 
standing of the personality and the situation. Psychi- 
atric symptoms have personal meanings, and patients 
can be helped in their conflicts and in their life 
situations through the physician’s understanding of 
these meanings. It can be said also that many medical 
situations involve similar personal meanings and 
emotional implications, often useful and important 
in a treatment program. 

It is easy to assume the fallacy that when one has 
penetrated to the meaning one has penetrated to the 
cause. This vulgar fallacy of identifying meaning and 
cause has confused the psychiatric literature and has 
created difficulties in presenting to medical students 
the basic insights into human nature that have been 
reliably gained by psychiatrists. This fallacy is com- 
monly compounded with the fallacy that anything 
that is psychological can, of course, readily be 
changed. Actually some patterns of expectation and 
action, developed through significant life experience 
and repetition, become deeply imprinted and _prac- 
tically unalterable. There is no sure way, other than 
empirical study and trial, to know which kinds of 
experientially developed patterns are unmodifiable and 
which are modifiable, and how. 


Knowledge of Human Nature 


These brief comments may serve to indicate, in a 
general way, some of the special difficulties in selecting 
appropriately the useful and reliable parts of that 
dynamic knowledge of human nature gained by psy- 
chiatrists in their special field. Then comes the task 
of bringing such knowledge and possible skills to the 
student’s attention and engaging his interest. 

The major task, however, in orienting a student to 
the patient as a person is not instructional in the 
sense of selecting and presenting information. The 
major task is to mobilize the common-sense insights 
that the student has already developed, or almost de- 
veloped, and to help him in scrutinizing and in organiz- 
ing his own insights and in examining the relevance of 
these insights for professional operations in the field of 
health and disease. To stimulate the mobilization of 
such common-sense insights in the student, it is useful 
to set him to work studying examples of human ad- 
justments to illness, particularly examples of good 
adjustment. He should also seek an understanding of 
the personality resources that potentiate good adjust- 
ment, and of the influences of family and social back- 
ground favorable to the development of good adjust- 
ment potentials. In many ways such an effort to bring 
to expression the student’s own increasing organization 
of himself in the service of his professional work is 
analogous to the functions of a liberal education, and 
probably, in essence, it is identical. 

It has appeared to me that the most useful of the 
general guidelines in the instructional part of this 
type of program have been those provided by what 
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we know and can sensibly formulate about person- 
ality development. Some of the basic ideas can be 
succinctly stated here. 

Human beings, as we know them, are inescapably 
interdependent. They live with and for one another. 
Man is not well equipped, biologically, for com- 
pletely independent living, but he has been provided 
with emotional potentialities for a life of domestica- 
tion and socialization. Through the educative experi- 
ences thus made possible, individual persons develop 
their personalities, and thereby their interests, make 
their basic commitments to values, and acquire, in the 
process, certain conflicts of interests. They achieve 
also some measure of maturity for dealing with their 
responsibilities and opportunities. It is a zig-zag prog- 
ress, not clearly straightforward. One begins weak 
and helpless and must, perforce, learn first the 
domesticated ways of gaining affection and favoritism 
as a baby. Later, as a child, one develops strength and 
skills and, in the security of the family’s way of life, 
explores the available range of self-assertive and ad- 
venturous behavior; and then later, sometimes much 
later, one develops responsiveness to others’ needs and 
fills the roles of responsible domesticator and _ pro- 
vider. 

In the college dictionary, the student can find man 
characterized as Homo sapiens, and it is good for one 
to recognize man’s sapience. In a wise-cracking mood 
one may abbreviate it to Homo sap., and surely the 
doctor needs to understand human folly. But the 
medical student's dictionary should characterize man 
primarily as Homo domesticus, a domesticated crea- 
ture, living in a family and developing, in the family 
setting, the basic emotional attitudes and conflicts of 
interests that may later enthuse or bedevil his inter- 
dependent existence. These attitudes and conflicts he 
is likely to carry with him on the job, in the hospital 
bed, or in the doctor’s office. The wise doctor does well 
to envisage each patient in a domestic frame of 
reference. 

In a number of the current experiments in medical 
education, the effort is made to get the medical stu- 
dent to cultivate this domestic frame of reference for 
understanding human nature by assigning him to a 
family or inviting him into the family situation. This 
seems like a realistic method of education; yet it may 
fail. People have been living in homes and passing 
through the homes of others for a long time, but they 
may remain extremely obtuse as to the emotional 
situations existing there. Indeed, for most well-brought- 
up people, proper manners require a certain degree 
of obtuseness, just as proper manners in ordinary life 
require a politely optimistic prevarication in reply to 
the social greeting “How are you?” There are addi- 
tional conventions, or cue systems, especially suited 
to the well-defined roles of doctor and patient, which, 
for example, permit the patient, but not the doctor, 
to express how miserable he is. Sometimes these cues 
get mixed. An addled patient may reply to the doctor's 
question by denying symptoms, or he may bring forth 
other polite prevarications, out of inappropriate social 
habit. Often, the anxious medical student, without 
the steadying earnestness of clearly defined and fa- 
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miliar tasks, visits a family and, through lack of a 
clear role, gets his cue systems mixed. Conversational 
difficulties may be produced, but also, more frustrat- 
ingly, matters of emotional significance may not be 
comprehended, or even observed. 

It has been noted that a student, working as a clini- 
cal clerk on a ward service, may, through interviews 
with a patient in that setting, gain a comprehension of 
a patient's domestic anxieties and tensions that is much 
more penetrating and usable than that gained by 
visiting in a patient’s own home. Indeed, patients 
themselves sometimes get a better understanding of 
their own home situation by getting out of the home 
and going to a doctor’s office for a talk with the doctor. 
The meaningfulness of domestic situations inheres 
more directly in the persons than in the house or the 
furniture. Words truly have their limitations, but the 
opening of the mouth in speech in a suitably cued 
situation may yield a more useful understanding of a 
domestic life situation than can be gained by opening 
the actual door to the living room, or even the bed- 
room, and examining the establishment. 

The cue svstems of the sociability settings in which 
medical students have learned their manners have 
provided some conventional prevaricating patterns of 
tact and of evasive politeness. When one is undertak- 
ing the role of physician, however, it is exnected that 
one will have the courage and understonding to 
discuss many matters not accessible under the socia- 
bility cue system, and to discuss them with genuine 
respect, a special kind of tact, and with thoroughness. 

Consider, for example, that the usual polite con- 
ventions of conversation or public talk discourage or 
prohibit the mention or the discussion of the less 
noble motivations, or the less highly regarded features 
of personality, such as immaturity; vet how necessary 
it is to have some comnrehensive grasp of these sub- 
jects, beyond the suverficially polite level, in order 
to have a professionally useful understanding of the 
vroblems of human interaction needed in compre- 
hensive patient care. Students need the guidance of 
sound and penetrating theory in the deeper under- 
st¢mding appropriate to professional work. They also 
need emotional support in the early phases of gaining 
practice and skill in interacting with patients at the 
more fundamental level. 

The medical student, in the clinic or hospital setting, 
may well feel more poised and secure than on a home 
visit. He wears a white coat and has his stethoscope 
at hand, not for stilted show but because he uses it 
regularly. He has a definite and dignified function and 
can bring himself more fully into the interview, with 
a greater likelihood of having a clear head and of 
being alert to possible emotional issues than when he 
is in the patient’s home, vaguely imitating a social 
worker or a somewhat indefinable benevolent visitor. 

For these reasons and others, it appears to be doubt- 
ful that the mere physical entrance into homes brings 
a very constructive gain for that early phase of medical 
education designed to provide a basic orientation to 
human nature. At an appropriate later stage, when he 
has developed a more secure professional orientation, 
the young doctor will find in home visits good oppor- 
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tunities for broadening his range of understanding and 
supplementing his acquaintance with the great diversi- 
ty of domestic cultures. 


Determinants of Integration of Knowledge 


Assume that the student has been aided in develop. 
ing some framework of thought about personality and 
personality development for orientation to patients as 
persons, somewhat along the lines already suggested, 
incorporating as much as possible of his own share 
of common sense, and that he has received some pri- 
mary guidance in interviewing patients. One then 
comes to the crucial conditions that determine 
whether all this will become an inherent part of the 
student’s working methods or be forgotten and 
neglected along with much else called basic science. 
The crucial determinants are of two general types: on 
the one hand, practice and ‘counseling therein and, 
on the other hand, some continuation of liberal and 
humanizing education. 

Let us consider first the practice and counseling. 
One might assume, since all patients are in fact per- 
sons, that this simple fact and its major emotional 
implications would be constantly clear to any student 
working with patients and that this obvious truism 
would guide the student aright. I have heard that 
S. Weir Mitchell, the famous neurologist, when asked 
to discuss the doctor-patient relationship, remarked 
testily that all physicians were gentlemen and would 
therefore know how to manage any personal relation- 
ships properly and, if they were not gentlemen, there 
was nothing that could be done about it. But it is our 
experience that students, when reasonably well ori- 
ented to the possible medical significance of emotional 
reactions, do encounter problems and do seek guidance 
about the emotional problems of their patients, when- 
ever competent counselors are readily available in 
their working situation. In our program at the Johns 
Hopkins Hospital, we have tried to make such 
persons available, particularly during the strategic 
clinical clerkships in internal medicine and pediatrics. 
Without such guidance and support in evaluating and 
dealing with emotional factors, the primary orientation 
would probably be futile or mischievous in effect. 

In this connection it should be emphasized that the 
resident staff in a teaching hospital have a prepon- 
derant influence on the student attitudes regarding 
all the basic sciences. We used to lament the great 
gap, almost an attitude of opposition, between the pre- 
clinical and the clinical parts of medical education, 
but the causes for lamentation have considerably de- 
creased with the increasing activities of residents and 
fellows in the fields of basic sciences in close relation 
to clinical problems. The contagiousness of such 
interest and respect, as it affects the medical students, 
has constituted one of the principal integrative forces 
in medical education. The same general principle holds 
also in regard to the kind of study given to the patients 
as persons. The earnestness and effectiveness of such 
study is like the phenomenon of induction. The student 
directs his efforts along lines where admired young 
colleagues lead. 
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| have mentioned, as a second crucial determinant 
of the effectiveness of this aspect of medical education, 
the continuation of liberal and humanizing education. 
It is trite to say that education is a never-ending effort 
for anyone in the medical profession. It is also trite to 
say that, in large part, this continuing education must 
be self-education. In some medical schools this is not 
merely a trite remark but a principle of action, and an 
appreciable portion of student time is reserved for 
individually directed education, or at least opportunity 
is maintained for individually selected studies. The 
earnest pursuit of knowledge and insight into human 
problems is the natural accompaniment of any vital 
interest in patients as persons. Individual students and 
individual doctors do at times find time and method 
for self-directed enlargement of their liberal education, 
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“long humanistic, social, and historical lines. | hope, 
however, that, in the future, universities will offer more 
opportunity and encouragement to medical students to 
use all university resources, liberal as well as technical, 
for their fuller education; that the medical part of the 
university may be less a technologically segregated 
unit; and that, as the need becomes individually ap- 
parent, the students may have further opportunities 
to overcome unexpected inadequacies of earlier phases 
of education. These measures would assure that the 
conception of the physician's responsibility that is 
implied in the phrase “the whole patient” would be 
granted a greater chance of viability in “tomorrow's 
medical education.” 


601 N. Broadway (5). 


SCIENCE AND MEDICAL EDUCATION 


Dana W. Atchley, M.D., New York 


There is always a certain amount of embarrassment 
attached to the offering of ideals, particularly if they 
approach the unattainable. Yet unattainable ideals 
are valuable when they serve as goals that stimulate 
and guide progress; they are a handicap only when 
failure to reach them discourages further endeavor. 
[ shall therefore venture to mention briefly three 
essential qualities of an ideal physician. We should 
require of this not-too-hypothetical individual that he 
be a cultivated man, that he be capable of compas- 
sionate and perceptive responses, and, above all, that 
he be a scientist, for it is this quality that distinguishes 
him from any well-veneered and sympathetic practi- 
tioner of the healing arts. 

The exaggerated respect evoked by the healer 
affords him a remarkable influence, not only on his 
patients but on his total social area. If he be a person 
with appreciation of cultural values, familiar with 
history, liberal in thought, devoted to the finer things, 
he can exercise an elevating influence of great value 
in most environments. These assets of a cultivated 
man are derived essentially from his family and from 
his education prior to medical school. Our opportunity 
to further this component of the good physician lies 
mainly in recognition, by admissions committees, of 
the candidates who manifest it. I agree with the 
minority opinion that cultural “bird’s-eye” courses are 
a poor pedagogic approach to this problem in the 
college years. I prefer a man who has dug deeply into 
one of the humanities to one who has scratched the 
surface of many fields; a cultivated man is more a 
scholar than a dilettante. 

Sympathy, compassion, and a quick, warm respon- 
siveness are basic attributes of the healer and have 
been a major source of his success from first recorded 


Professor of Clinical Medicine, Columbia University College 
of Physicians and Surgeons. 

Read before the 53rd Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1957. 


* Three essential qualities of the ideal physician are 
that he be a cultivated man, that he be capable of 
compassionate and perceptive responses, and thot, 
above all, he be a scientist, for it is this quality that 
distinguishes him from any of the well-veneered and 
sympathetic practitioners of the healing arts. The pri- 
mary responsibility of the medical school is the de- 
velopment of scientific understanding, and the cur- 
riculum must be oriented more to understanding than 
to knowledge. 


medical history; their value is in no way decreased by 
the other services the present-day physician has to 
offer. What was almost the sole contribution of the 
physician in the previous century is still his main gift 
in many cases. A self-identifying awareness of the 
feelings of others is largely an inborn trait, but the 
influence of a kindly home and exposure to such atti- 
tudes in medical school can awaken and amplify this 
facet of the ideal physician. It is difficult to recognize 
these qualities with any degree of accuracy during 
an admissions interview, and, moreover, their absence 
would not handicap a man headed for an investigative 
career. 

While it is highly desirable for our ideal physician 
to have culture and compassion, it is imperative that 
he be a scientist, and therefore the primary responsi- 
bility of a medical school is the development of scien- 
tific understanding. If the student arrives with a good 
background the task is easier, but, at best, it is a 
colossal task and the time available grows less and 
less adequate. 


Role of Science in Medicine 


It seems strange that in mid-20th century one 
should be constrained to enter a defense of the role 
of science in medicine. Yet presently there are strong 
movements aiming to dilute the medical curriculum 
with time spent on attempts to inculcate social respon- 
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sibility by sending students prematurely into patients’ 
homes. Few students are so inexperienced in human 
affairs that they are unable to take and interpret a 
social history. Furthermore, the essence of the prob- 
lem lies in the impact of the environment on the 
patient rather than the photographic impression made 
on the student. A cold-water flat, appalling to the 
student, may seem a palace to a newly arrived Puerto 
Rican immigrant, but the same flat would be equally 
appalling to a family forced by economic disaster to 
give up their modern apartment. The joy over one 
change and the despair over the other are the vital 
material for the physician. Of course, there are cir- 
cumstances that arise from time to time that require 
special on-the-spot studies: social, psychiatric, indus- 
trial, or epidemiologic. The student should pursue 
such investigations on his own patients wherever 
they may lead him, and he should be guided as neces- 
sary by the social worker or his instructor. 

Another threat to scientific teaching is the pressure 
to train general practitioners rather than family phy- 
sicians. In order to sharpen the definition of family 
physician we have a framed statement hanging in the 
staff room at the Columbia-Presbyterian Medical 
Center that reads: “The family physician should su- 
persede the general practitioner, and it is the function 
of the well trained internist to be the family physician. 
His role is to know the patient and his environment, 
to care for him and his family in health and illness, 
to guide him to specialists when his problems require 
their skills and at all times to be his counselor and 
friend.” While the size or the limited technical facili- 
ties of many communities force some physicians to © 
retain the jack-of-all-trades role that modern medicine 
has made so unsound, nevertheless, medical education 
should not retrogress to a trade school process, neg- 
lecting fundamental, scientific understanding for 
the development of a variety of superficial skills. An 
undergraduate course in general practice is a flagrant 
anachronism, and the current drive to make rotating 
internships a legal requirement is a deplorable and 
shortsighted interference with the best routes to the 
production of competent practitioners, general or 
otherwise. If desire or necessity pushes a man into 
general practice, he must spend as much time as he 
can (and it will not be enough) in a series of special- 
ized, postgraduate apprenticeships. Such apprentice- 
ships offered in a university hospital would interfere 
with the responsibililty of the institution to give 
thorough graduate training in the special fields that 
modern medicine has made essential to proper patient 
care. It is a curious paradox that the practitioner 
attempting to cover the widest area of patient re- 
sponsibility has customarily been accorded the short- 
est period of preparation. 


Full-time Clinical Teacher and Science 


A further example of this current lack of apprecia- 
tion of the role of science in medicine is the attack by 
some leaders of the American Medical Association on 
the full-time clinical teacher. It is beyond understand- 
ing that those who have watched the transformation 
of clinician into scientist in the past 40 years could 
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tail to realize that the single most dominant influence 
in this change was the introduction of the full-time 
teacher into the clinical departments. An analogous 
type of reconstruction occurred when, after the Flex. 
ner report a few decades earlier, the basic science 
faculty was made full time and medical schools 
changed from third-rate proprietary trade schools to 
scholarly university subdivisions. 

For many centuries the practice of medicine was 
far closer to the arts of the primitive magician than 
to the logic of the scientist. Diagnosis was essentially 
superficial, with much talk about intuition (an im. 
pressive exhibition when no check was possible), and 
the methods of treatment were chiefly inherited, 
sacred by authority rather than proved by experiment. 
Fortunately, genius broke through the barriers of 
superstition and tradition sporadically; Hippocrates 
denied the divine etiology of disease, Vesalius dared 
look beneath the skin, Harvey turned attention from 
morphology to dynamics, and Claude Bernard ex- 
pounded the experimental method. But even the lead- 
ing clinicians 50 years ago still purged, sweat, and 
starved their patients and were proud of being practi- 
cal men unsullied by contact with the research labora- 
tories of the basic sciences. 

Then, gradually, science began to invade the wards. 
This move cannot be ascribed to a single cause, but 
those of us who saw it happening believed that the 
appearance of the full-time clinical teacher was the 
dominant influence. The relief of the full-time man 
from practice gave him time for research, and, there- 
fore, men with investigative urge and experience were 
available for the important academic posts. An almost 
equally significant concurrent step was the building 
of laboratories in the hospitals for the clinical faculty 
to use in their researches. It was a slow, difficult task 
to overcome the belief among the non-full-time staff 
that it was not possible to be a good clinician and, at 
the same time, spend many hours in the laboratory, 
but after not too many years it was conceded that the 
critique gained in the laboratory, added to ward and 
ciinic activity, offered strenuous competition to the 
broader clinical experience of the private practitioner. 
It is disheartening to see the old struggle reopened 
on essentially economic grounds. 


Contributions of Improved Scientific Atmosphere 


What, then, are some of the contributions to pa- 
tient care that have derived from this improved scien- 
tific atmosphere? One of the greatest is the elimina- 
tion of the sanctity of tradition. No longer is it heresy 
to introduce new points of view in the management 
of disease, and there has been almost as much im- 
provement in treatment by what we have discarded 
as by what we have added. Furthermore, in what we 
retain we are less and less empirical. Every patient 
presents a therapeutic experiment, and with a scien- 
tific understanding of our purpose we can adapt our 
programs to variations in individual patients. An- 
other benefit is the elimination of the authoritative 
Geheimrat attitude of the senior men, for science is @ 
most potent democratizing influence. Discussion is 
open and free. All are aware of the large gaps in their 
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knowledge and are eager to learn, so patients rarely suf- 
fer from a dictatorial error by the chief, and the staff 
matures through interchange of divergent opinions. 

With the remarkably precise organic appraisal that 
scientific methods make available, we are now able 
to evaluate, with a new degree of accuracy, the par- 
ticipation of other components, such as heredity, per- 
sonality, and environment. Indeed, the comprehen- 
siveness of so-called comprehensive medicine depends 
more on scientific comprehension than on humanistic 
inclusiveness. The good family physician of 50 years 
ago was acutely aware of the important role that 
family, personality vagaries, economics, and ambition 
played in his patient’s health, but the physical ma- 
chine was largely a mystery, and psychology was 
wholly intuitive. Today's physician, if he will take 
the time and trouble to do so, comprehends the total 
individual to an extraordinary degree and can thank 
science for this improved vantage ground. 

There has been a rather widespread impression, 
fostered at times honestly, but sometimes maliciously, 
that a scientific training dries up the milk of human 
kindness. It is difficult to trace the sources of this 
palpably absurd belief; perhaps it came from reading 
about “thinking machines” in science fiction, or per- 
haps from the unconscious jealousy of men not for- 
tunate in possessing such a training. I have observed 
many scientifically trained clinicians and also men 
less lucky in that respect, and I have never seen a 
sympathetic person frozen by a research career or a 
cold, tactless individual thawed by general practice. 


Education of Medical Scientists 


The application of the foregoing discussion to med- 
ical education is obvious. In order to ensure the high- 
est quality of medical practice, our first and foremost 
duty is to graduate medical scientists. This means a 
curriculum oriented more to understanding than to 
knowledge, a student body more eager to learn than 
to be taught, and a faculty with sufficient investigative 
experience to develop a sound, critical capacity in its 
students. In addition, well-guided student research 
can be a tremendous asset in cultivating an apprecia- 
tion of the philosophy of science. 

A program of scientific indoctrination in medical 
school is greatly aided by a college training that in- 
cludes courses in mathematics, chemistry, and physics 
and that, in at least one of these subjects, is advanced 
enough to give the student considerably more than a 
superficial understanding of the discipline involved. 
Furthermore, there is great value in studying one of 
the humanities in depth. Concentration on Eliza- 
bethan literature, anthropology, or the history of phi- 
losophy tends to produce a scholar, and the methods 
of thought of a scholar in any field are much the same 
as those of a scholar in science. 

It is universally agreed among experienced edu- 
cators that disciplined intellectual power is more 
valuable than knowledge, that the forming of the 
mind has priority over the imparting of information. 
This point of view in no way derogates knowledge 
per se, but it must be accurate knowledge subjected 
to careful scientific scrutiny. The successful teacher 
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finds no mutual exclusiveness between the develop- 
ment of intellectual critique and the communication 
of facts. But facts in a dynamic discipline, such as 
medicine, are too often dated. Consequently, as the 
physician leaves medical school further and further 
behind, he must rely upon himself to appraise the 
soundness of new information. The scientific critique 
developed in medical school will be his chief guide 
in differentiating the true from the false. It is trite but 
essential in these days of anti-intellectualism to state 
again that the continued professional growth of the 
physician depends on the way he has learned to use 
his mind rather than on what he was able to store in 
it during medical school. 

It is through the processes of science that meaning 
is attached to otherwise lifeless data. Science trans- 
forms the static into the dynamic, makes mechanism 
more important than morphology, and adds the de- 
lightful intellectual savor of understanding. The joy 
of understanding is both the closest rival of the joy 
of service and its most effective partner. 

The continued flowering of medical science de- 
pends on the early recruiting of young investigators. 
Any tendency to transfer primary pedagogic emphasis 
from the firm hard-thinking of the natural scientist to 
the expedient artisanship of the practitioner will tend 
to discourage the creative mind. This emphasis on 
science in no way inhibits recognition of the value of 
compassionate responses. The very nature of social 
and economic problems calls for exceptional objec- 
tivity and austere critique, which are learned best 
within the university walls. 

If the thesis be accepted that a medical student 
should in the course of his training become a scientist, 
we must face the very difficult problem of implement- 
ing this decision. Probably there is no more funda- 
mental requirement for the attainment of this goal 
than an atmosphere of research. In every department 
the student should find evidence of intellectual curi- 
osity, of man’s insatiable mind at work, but in addi- 
tion be should be told the exciting story of the de- 
velopment of knowledge so that he may experience, 
at least vicariously, the pains and pleasures of explor- 
ing the unknown. He should be taught to recognize 
the type of thinking and the quality of experimenta- 
tion that has been successful in revealing new facts 
and relationships. The student should come to realize 
that, some centuries ago, a curious and thoughtful 
mind needed less knowledge than courage, but now 
courage is not so important as familiarity with a basic 
scientific discipline. 

Although it may not be practical to offer a course 
in logic, there is no profession that needs it more. The 
undergraduate level of medical school presents the 
best opportunity to inculcate this invaluable gift. No 
matter what the subject, it is possible to point out the 
dangers of careless hypotheses, to contrast post hoc 
with propter hoc, and to present the criteria by which 
scientific evidence is accepted or discarded. There 
must be appreciation of the dangers of focusing on 
one variable and the omitting of controls. I have al- 
ways felt that the clinician has an excellent oppor- 
tunity when he teaches history-taking to insist that 
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the data be accumulated according to the rules of 
logic and expressed with some attention to the pre- 
cise use of language. As the journalistic tendency of 
the clinical clerk is moulded into something approach- 
ing a scientific analysis of the patient’s history, con- 
scious emphasis on the rules of logic makes a more 
lasting impression than would a course devoted solely 
to that field. 

The role of science in improving management of 
the most practical problems can be used to illustrate 
to the student the importance of an understanding of 
the basic scientific knowledge that at times seems 
irrelevant to him. The contributions of work on elec- 
trolyte physiology to postoperative care, of respiratory 
physiology to anesthesia, or of renal physiology to 
urology are examples of material that would orient 
the alert student in proper fashion. 

However, no manipulation of the curriculum and 
no brilliance of pedagogy can compare with participa- 
tion in research for the production of a scientific 
critique. Unfortunately, there is often no time or 
laboratory space available, and many students have 
neither the interest nor the capacity for investigation. 
Nothing is more futile than forced or contrived in- 
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volvement in a research problem. But the schedule 
should be sufficiently flexible for the provision of free 
time to those who do have the interest and capacity, 
and the faculty should make a conscious effort to jp. 
dicate the high value of research in the development 
of a modern physician. Whether the student becomes 
a psychiatrist, a family physician, or a specialist in q 
limited area, he will be capable of richer service to 
his patients if he has, in person, experienced the dis. 
couraging but illuminating difficulties that afflict the 
individual who attempts to widen the perimeter of 
our knowledge. 
Conclusions 


As we seek to produce the ideal physician, we can 
try to select cultivated men and women and we can 
stimulate a humanistic response by precept and ex- 
ample. But we can create a scientist capable of coping 
with his evolving discipline only by establishing an 
atmosphere of sound critical thinking in an environ- 
ment dedicated to advancing the science that is a 
physician’s unique contribution to man’s health and 
happiness. 


180 Fort Washington Ave. (32). 


THE PROS AND CONS OF INTEGRATION AND CORRELATION 
Oliver Cope, M.D., Boston 


Much has been said and written in the last few 
years regarding the need for integration and correla- 
tion in the teaching of medicine. If the strict definition 
of these words is employed, there is nothing new about 
their use in medical teaching. Before examining the 
pros and cons of reintroducing them or of redeploying 
them in the present curriculum, let us examine past 
experience in their use. 

One hundred fifty years ago medical education was 
integrated. It is true that the teaching of medicine and 
surgery were separate. Medicine was taught by the 
professor of physick, and surgery by the professor of 
anatomy and surgery; but the teaching of each subject 
centered around the patient, and the aspects of the 
patient’s problem were integrated into a whole. So 
little was known; there was no other way. Medical 
knowledge had not as yet been splintered off into sepa- 
rate pieces. It was only as knowledge developed that 
the various aspects acquired a body of knowledge 
sufficient to be split off and studied as a separate part. 
Here an integration of a type was employed. As bits 
of chemical knowledge and understanding appeared, 
these bits were assembled and integrated into the sci- 
ence of biochemistry. Knowledge of function was later 
similarly assembled and integrated into the science of 
physiology. Ideas regarding one organ were correlated 


Associate Professor of Surgery, Harvard Medical School, and 
Visiting Surgeon, Massachusetts General Hospital. 

Read before the 53rd Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1957. 


* Three needs of present-day medical education are 
especially considered: the need of assimilating re- 
cently accumulated knowledge, the need of recogniz- 
ing the emergence of a well-founded psychiatry, and 
the continuing need of eliminating obsolete modes 
of therapy. Teaching methods and administrative 
schemes work only if vigorous teachers are available. 
Excessive departmentalization causes a loss of educa- 
tional perspective. Condensation, integration, and 
the joining of related departments into a division 
should help to keep the demands on the student 
within reason; it should assure psychiatry its proper 
place in the educational plan and help to rid thera- 
peutics of an accumulation of obsolete methods. 


with those of another, and laws of function and chemi- 
cal reaction were formulated. Koch’s postulates were 
an example of such correlation. 

Knowledge was rudimentary when each aspect was 
set apart for separate study. Anatomy, pathology, 
chemistry, physiology, and pharmacology were in their 
infancy. Medicine and surgery were no further ad- 


vanced. Bacteriology dawned as a new science. § 


Pursued as separate entities, these various fields of 
medicine have undergone prodigious growth of under- 
standing in the past 100 years. Each field of medical 
science has been assigned the autonomy of depart- 
mental structure, and each department has been jeal- 
ously guarded by its proprietors. As far as medical 
education is concerned, the integration and correlation 
of knowledge has awaited the clinical years of medical 
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school. Here the clinician, also preoccupied with his 
special interests, has often faltered and fumbled. The 
past 50 years have witnessed many delays in the appre- 
ciation of the significance of knowledge in one field 
to that of another. The long delay from the discovery 
of the sulfonamides to their clinical use is but one 
example. Better integration and correlation could have 
hastened the utilization of discoveries in the care of 
the patient. But would the integration have slowed 
the development of each science? 


Factors Calling for Revision of Approach 


Today three separate factors cry for revision of our 
present approach to medical education: the huge 
body of knowledge useful to medicine, the birth of 
a well-founded psychiatry, and a threatening hoard of 
obsolete modes of therapy. What is the nature of these 
and how far will integration and correlation answer 
the need for revision? 

Large Body of Knowledge.—What the growth of 
knowledge useful to medicine has done to medical 
education is most readily grasped by looking at the 
course of medical education over the past 100 years. 
In 1850 the formal education of the would-be surgeon 
at the Harvard Medical School and the Massachusetts 
General Hospital was one year (see figure ). With each 
decade courses have been added and the curriculum 
has been lengthened. In 1941 his education involved 
a period of 14 years from high school graduation to 
the completion of his residency training. When the 
additions are plotted against the year each was intro- 
duced, the lengthening of the curriculum assumes a 
straight line in terms of time. If this line is projected 
to 1970 the curriculum reaches the astounding length 
of 18 years. The curriculums of the general practitioner, 
the internist, and other specialists have been similarly 
lengthened. 

What has caused this lengthening of the curriculum? 
As each area of information important to medicine 
and surgery has been unfolded, and as each new fact 
and each new technique has been disclosed, all have 
been dumped into the curriculum, and the necessary 
months and years have been added to teach them. 
From time to time systemization of knowledge has 
reduced the number of isolated facts to be learned, 
but, on the whole, once something has been added, 
little has ever been pruned. Certainly no concerted 
effort has been made recently to discriminate between 
facts essential to medical education and those less 
likely to stand the test of time. Those facts less illus- 
trative and therefore less significant to the educational 
process have not been weeded out. The result is that 
medical education is now bogged down in a welter of 
facts, and it threatens to become worse in the near 
tuture. Medical knowledge is continuing to grow, and 
the curriculum will continue to lengthen unless some 
mechanism is found to halt it. Selection of what is 
taught is an obvious answer, at least to this aspect 
of the problem. Has a new application of integration 
anything to offer? Should the presently highly inte- 
grated medical sciences and clinical specialties be 
broken up (disintegrated, one could call it) and a new 
structure be composed of parts of each? 
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At this point, the following question is pertinent: 
Is it essential that the medical student learn every 
fact of medical science and clinical medicine? He will 
not know all later on when he is a practitioner. For 
example, should every medical student know all the 
details of the curare group of drugs, every last feature 
of the electrocardiogram, and the technical details of 
the management of every fracture of every bone in the 
body? Would it not suffice if the student learned where 
curare fits into the scheme of drug action and how it 
effects the transmission of the nervous impulse, what 
the electrocardiogram is, with one or, at most, two 
examples of its use, and the management of one or two 
fractures as illustrations of the principles of clinical 
care and bone healing? 

Any effort to eliminate areas of knowledge from the 
medical curriculum meets with stubborn resistance. 
In general, each faculty member thinks his own par- 
ticular knowledge is of the utmost importance. It is, 
of course, to him, since he uses it in his daily work 
and his achievement depends upon it. It is hard for 
him to see that some of it may not be quite so im- 
portant to others. 
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History of the education program in general surgery at Massa- 
chusetts General Hospital from 1850 to 1950. From a length of 
one year in 1850 the program had reached a length of 14 years 
in 1940—requiring 4 years of college, 4 years of medical school, 
1 year of internship, and 5 years of residency. If no measures are 
taken to stop the trend, the program would reach a length of 
18 years by 1970. (Reproduced with permission from “The 
Hospital in Contemporary Life,” edited by N. W. Flaxon, Cam- 
bridge, Mass., Harvard University Press, 1949. ) 


Careful scrutiny of many of the courses of the ww: icr- 
graduate medical years reveals much hidden detail 
that could be eliminated without losing sight of the 
principle that the details illustrate. Does not the chem- 
ist teach the detailed steps of more enzyme reactions 
and demand knowledge of more formulas than are 
needed to illustrate the broad role of chemistry in 
medicine? I have already alluded to the curare drugs 
and the electrocardiogram. Certainly there is no place 
in the undergraduate curriculum for those technical 
details of operations that the surgeon is so fond of 
teaching. 

Group teaching offers a ready solution to this prob- 
lem of weeding out facts nonessential to medical edu- 
cation. If teachers representing two, three, or four of 
our present departments join in giving lectures, sem- 
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inars, and clinics, limits are automatically put upon 
the areas and facts being taught. Such teaching is, 
of course, a form of integration. Free discussion be- 
tween faculty members in front of students opens less 
worthwhile material to criticism. Checks are provided 
and perspective is gained. We, as individuals, should 
subject ourselves to searching criticism, but it will be 
more quickly and soundly arrived at if our colleagues 
help us in this criticism and we in turn help them. 

Well-Founded Psychiatry.—The second factor call- 
ing for change in teaching in the undergraduate medi- 
cal curriculum is the recognition of the significance of 
the emotional factor in disease and the need for a 
more effective presentation of psychiatry. The task 
will not be easy. Mathews and Watkins’ have said 
that a strong antagonism to psychiatry pervades many 
a medical faculty as it does the profession as a whole. 
But the time has come to square off, face the issues, 
and not be led astray by ignorance or unwitting preju- 
dice. Emotional factors are to be seen and dealt with 
everywhere in medicine. I am not speaking at the mo- 
ment of the psychoses but of the gamut of conditions 
encountered in medicine and surgery. These range 
from the psychosomatic diseases to the emotional fac- 
tor in such everyday complaints as backache, fatigue, 
and the common cold. 

Put in other terms, the thinking mechanisms are an 
integral part of normal physiology and, when their 
balance is disturbed, the physiological disorganization 
may end up in somatic symptoms and changes. Physio- 
logically, there should be nothing mysterious about all 
this any longer. The importance of getting this into 
our teaching is, of course, that unless treatment is di- 
rected at the origin it will be as ineffective as if the 
bacteria were disregarded in infectious disease. 

The science of psychiatry is, admittedly, in its in- 
fancy. To deny it recognition in medical education 
because it is young and undeveloped would be as 
illogical as to have denied chemistry its place in medi- 
cine 80 years ago. Yet many a clinician stated 80 years 
ago, and too many since have repeated, that chemistry 
and “all that science stuff” was the bunk. 

Sound concepts in psychiatry have emerged in re- 
cent years. Experience in the teaching of these con- 
cepts, however, is still limited, and the psychiatrist 
lacks the confidence of the other teachers of medicine. 
Group teaching, therefore, offers the best method of 
integrating psychiatry, not only into medical education 
but also into medicine itself. 

A number of medical schools are experimenting with 
this approach at the present time. At the Harvard 
Medical School in 1947 the departments of medicine 
and surgery organized a collaborative course in “case 
taking” to introduce the student to the patient during 
the second half of the second year. Three years later 
the psychiatrists asked to join in the teaching. For the 
work with patients, the students were divided into 
groups of four or five. The psychiatrist did not teach 
the group alone, but taught four sessions with the 
internist and four with the surgeon. The patients seen 
were those on the medical and surgical wards, not 
those on the psychiatric ward. 
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Opinion regarding the results was sharply divided. 
A few of the physicians and surgeons, including senioy 
and junior teachers, counted the time wasted. Either 
they did not want to see what the psychiatrist had jn 
mind or the psychiatrist did not make his objectives 
clear. Others were enthusiastic, for they learned to 
see things they had not seen before, things commonly 
overlooked in medicine and surgery. And the psychia- 
trist, forced by his colleagues to reduce his obserya- 
tions to simple terms, improved the organization of 
his thoughts. A compromise was reached: the joint 
sessions were not given up, but the number was re- 
duced from eight to six. 

Hoard of Obsolete Therapies.—The third reason for 
modifying the present approach to teaching the under- 
graduate phase of medicine is the growing hoard of 
obsolete modes of therapy. Each generation sees new 
knowledge displace old therapies, but physicians are 
conservatively educated and cling overly long to out- 
worn ideas. As a third-year student in 1926, I was 
advised to learn the distribution of sciatic pain that 
spelled sacroiliac joint disease and for which surgical 
fusion of the joint was carried out. As an intern, one 
of the most common operations I was assigned to 
perform was uterine suspension or ventral fixation. 
How many of these outmoded and useless operations 
were performed after it became clear that they served 
no direct purpose? How many of today’s hysterecto- 
mies and subtotal gastrectomies are really indicated? 
There is mounting evidence that the problems of the 
patients are often better treated in other ways than by 
such irrevocable operations. 

The teaching of a complicated problem such as pep- 
tic ulcer is best handled by group or integrated teach- 
ing. Discussion and argument to and fro between 
internist, surgeon, and psychiatrist represents a win- 
nowing by which the significant points are concen- 
trated and outmoded concepts blown off with the 
wind. The more frequent the discussion, the better 
the winnowing and the more the student learns. 


Issues and Dangers 


What I have said thus far favors redeployment of 
integration and correlation as much for the education 
of the faculty as for that of the student. The faculty 
needs to be jostled into a fresh look at medical educa- 
tion, and this is a good way. 

There are other seeming advantages to integrated 
teaching. It is said that integration makes teaching 
more attractive and speeds the students’ learning. These 
premises are not necessarily true. A dull teacher can 
be just as dull when teaching with others, and an in- 
spired teacher just as scintillating when teaching alone. 
A student may also learn just as fast or faster concen- 
trating on a single aspect of a subject at a time. What 
really counts at the showdown is each teacher’s capaci- 
ty to reach the student, to get him to organize his 
thinking constructively for the years ahead, and to 
inspire him. 

A principal objection raised to integrated teaching 
has been that it is too expensive. The unnecessary 
duplication that group teaching eliminates does not 
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make up for the additional cost of multiple teachers. 
But good teaching is always expensive, and criticism, 
to be valid from an educational point of view, should 
be based on other issues. Interference with faculty 
research, interference with the student’s own responsi- 
bility for integrating, and the instability of an organi- 
zation depending on voluntary collaboration are such 
issues. 

A danger of group teaching is that it may interfere 
with the free time of the faculty and thus with re- 
search. Time schedules are necessarily a compromise. 
No one teacher can arrange the schedule for his per- 
sonal convenience, and each may find his research time 
intruded upon. Like other scientists, the medical sci- 
entist develops his most penetrating understanding 
when he is free and his thinking is uninterrupted. The 
departmental structure has provided this uninterrupted 
time for research. 

Too completely integrated a course in medicine de- 
prives the student of the responsibility for doing the 
integration himself. As in the past, discoveries in the 
medical sciences will continue to be made in isolated 
areas. If the student has not been obliged to integrate 
isolated facts into the whole of medicine, he will have 
lost an educational experience important later in his 
years of practice. 

The wholly integrated curriculum also denies the 
student the rewarding experience of studying an iso- 
lated science for its own sake. Dr. Atchley (see this 
issue, page 541) emphasized the value to the student 
of some experience in research, and this research is the 
opposite side of the coin. Research is not done in a 
broad diffuse field, but deep in one area. 

A program of group teaching that depends upon 
voluntary collaboration is unstable, and this is the 
principal criticism of current efforts in integration. 
A faculty committee without power of appointment 
depends upon good will for its effectiveness. But good 
will is short-lived among prima donnas and busy peo- 
ple in general. It needs constant refurbishing, and this 
is accomplished only by time-consuming watchfulness. 
At Harvard, collaboration has repeatedly fallen apart 
since 1947 in the case taking course because no one 
has assumed disinterested responsibility. At another 
medical school on the Eastern Seaboard, combined 
teaching clinics were instituted enthusiastically just 
after World War II. Here too collaboration has not 
been without difficulty, and sometimes a clinic has 
passed by default to the department of medicine. At 
Western Reserve, the several committees responsible 
for the new integrated curriculum are chaired, Dr. T. 
Hale Ham informs me, each by a vigorous teacher. 
The chairman is responsible for recruiting the teachers 
for his special program from among the departments, 
the departments continuing as heretofore. What will 
happen when the present chairmen retire remains to 
be seen, but without power of appointment the posi- 
tion of these chairmen is vulnerable from an adminis- 
trative point of view. The chairmen are in the position 
of beggars; they may recruit, but not command. The 
great advantage of the departmental structure is, obvi- 
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ously, that the department head hires the talent 
needed, arranges a teaching schedule to fit, and knows 
that it will be carried out. 


Suggested Integration 


It is my personal view that the present preoccupa- 
tion with integration and correlation expresses a dis- 
satisfaction with the organization of subject matter 
under the present curriculum and that we will make 
a mistake if we confuse this with a dissatisfaction with 
departmental structure per se. If this be true, then we 
should redeploy our departments, and what I have in 
mind is this: As it now stands there are too many 
departments. Educational perspective has been lost by 
dismemberment. This is certainly true of the clinical 
departments and probably also of the preclinical sci- 
ence departments. No excuse can be offered for the 
separate departments of the surgical specialties riding 
off in different directions, teaching whatever comes 
handy, without planning. All of them, including gyne- 
cology and obstetrics, should be reassembled into a 
single teaching department. 

Medicine also is too split apart, and in its integrated 
form it should include psychiatry. One of the troubles 
with the teaching of psychiatry thus far has been that 
it has been given a chunk of the curriculum as if it 
were a separate subject, like ophthalmology or otology. 
In a sense it is such a separate subject when it cares 
for the manic-depressive psychoses and schizophrenia. 
If the words “thinking processes of the patient” are 
substituted for “psychiatry,” then the subject is as 
inherent in medicine as cardiac function, and like 
cardiology belongs in the department of medicine. 
The teaching of pediatrics, dermatology, and neurolo- 
gy should also be incorporated with the teaching of 
medicine. 

You might well ask why have I not advocated join- 
ing the teaching of surgery with that of medicine. As 
a surgeon, I favor close relations between medicine 
and surgery, for we too practice medicine. Integrating 
present-day surgery into medicine, however, is not 
comparable to integrating the thinking mechanisms 
and the emotional factors into medicine. Aspects of 
surgery are as distinct and unfusible with most medical 
diseases as are the psychoses of psychiatry. Like the 
psychoses, they are, at present, better studied and 
taught apart. I, therefore, temper my idealism and 
shall be content for the time being with reintegrating 
surgery. 

The departments of physiology, pharmacology, and 
biochemistry teach aspects of function. Would not the 
presentation be more effective as well as more efficient 
if they were joined in a division of physiology? The 
fecundity of research should be increased by the aggre- 
gation. The growing field of biophysics would, of 
course, be included; indeed the division might well be 
headed by a biophysicist. All members of the division, 
chemist, physicist, and physiologist, would share the 
responsibility for teaching general physiology. The 
chemist would obviously emphasize chemical aspects 
and the physicist the biophysical. 
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The introductory teaching of psychiatry should not 
be a separate course but should be included under the 
jurisdiction of the division of physiology. The physi- 
ologist will have to grapple with the thinking mechan- 
ism of the human being as he has with the reactions 
of the autonomic nervous system. The experimental 
physiologist Walter B. Cannon? described 32 years 
ago the bodily changes of fear, hunger, pain, and rage. 
In like manner, the physiologist of the future will study 
the higher centers of the brain—those peculiar to the 
human being. Productive starts have, of course, al- 
ready been made. As far as present teaching is con- 
cerned, the physiologist will have to turn to the 
psychiatrist. Teaching together, the psychiatrist will 
bring such things as evidence of unconscious influences 
in thought and the physiologist correlations from 
established nervous system reflexes. This step of inte- 
grating introductory psychiatry with physiology will 
legitimize thinking as an honorable part of physiology 
and will free it of the unwarranted but delaying stig- 
mas presently associated with the word psychiatry. 


J.A.M.A., June 1, 1957 


Anatomy and pathology could logically be united 
and bacteriology joined with them, for administrative 
purposes, in a division of morphology and microbiolo. 
gy. All three subjects deal with morphology. Much of 
pathology and bacteriology, particularly immunology, 
is vividly functional and would secure to the entire 
division the spur so essential to spirited investigation, 

Finally, these condensations or integrations should 
not destroy the strong advantages of the present de- 
partmental structure, and yet they should afford the 
needed means of pruning the facts taught, of intro. 
ducing the thinking mechanisms into the pathological 
physiology of disease, and of ridding the curriculum 
of obsolete therapies. 


20 Hubbard Park Rd., Cambridge 38. 
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THE UNDERLYING CAUSE OF UNREST IN UNIVERSITY MEDICINE 


W. Barry Wood Jr., M.D., Baltimore 


The most striking characteristic of present-day 
medicine is its state of intense ferment. A climate of 
unrest pervades the profession. The uneasiness that 
is evident on all sides relates not only to our system 
of medical education but also to medical practice. 
What, may we ask, is the underlying cause of this 
unrest? 

Some would doubtless attribute it to the upheaval 
in medical economics, which has been brought about 
by the rapid expansion of health insurance, and to the 
phenomenal growth of hospitals, which has stretched 
to the breaking point the available supply of profes- 
sional personnel. Others might blame it on the in- 
creasing trend toward group practice and the growing 
strength of full-time staffs in the clinical departments 
of medical schools and hospitals. Still others would 
point to the changing pattern of disease, which has 
resulted from the control of infectious agents, the 
general increase in longevity, and the new health 
hazards of an industrial civilization. 

In my opinion none of these factors is primarily 
responsible for the present state of ferment in the 
medical profession. Rather it would seem to me that 
the real cause of our present unrest is the rapidly 
changing dimensions of medical science. It is these 
~ that I should like to discuss very briefly. In so doing, 
I shall make analogies to the conventional dimensions 
of Euclidean geometry; namely, depth, -breadth, and 
length. The Einsteinian fourth dimension of time will 
also be drawn into the discussion. 


Vice President, the Johns Hopkins Medical Institutions. 
Read before the 53rd Annual Congress on Medical Education 
‘and Licensure, Chicago, Feb. 11, 1957 
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* Medical science has been increasing rapidly in 
scope and complexity. Medical research has to enlist 
the services of the whole range of knowledge from 
surgery to mathematics, and medical practice de- 
pends on techniques ranging from physics to psychi- 
atry. As a result, the duration and expense of medical 
education have increased greatly. The eventual solu- 
tion of the basic problem must include some shorten- 
ing of the course for selected medical students, some 
reduction of the now almost prohibitive cost of medi- 
cal education, closer collaboration between liberal 
arts and medical science, and strengthening of the 
basic science departments of medical schools. 


- more than 25,000 patients with a wide variety 6f dis- 


Depth in Medical Science 


Let us begin by considering the depth of medical 
science. The rapidity with which this dimension is 
changing is best illustrated by a comparison of two 
outstanding examples of medical research: one re- 
ported from Germany approximately 100 years ago,’ 
the other published by American investigators within 
the past few months.’ 

The first of these examples resulted from the pro- 
digious labors of Prof. Carl A. Wunderlich, head of 
the medical clinic at the University of Leipzig. At the 
time that his meticulous investigations were begun, 
medical thermometry was an unknown subject. ‘A: 
though the thermometer had been discovered several 
decades earlier, it had never been systematically ap- 
plied to the study of disease. Wunderlich, accordingly, 
began to make frequent measurements of body tem- 
perature on all patients admitted to his hospital clinic. 
Over a period of five or six years, he thus studied 
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eases. His carefully kept records revealed all the im- 
portant relationships that are now known to exist be- 
tween body temperature and the clinical course of the 
commonest forms of illness. These relationships are 
clearly set forth in his now famous monograph, en- 
titled “Relationship of Medical Thermometry to the 
Course of Human Disease.” Published in 1862, it had 
a profound effect upon medical practice all over the 
world. From it clinicians learned for the first time the 
true value of the medical thermometer. 

As we look back upon Wunderlich’s contributions 
we cannot help but be impressed by their significance. 
Yet, measured by present-day standards, his studies 
were purely descriptive; though of vast importance, 
they were relatively superficial. They made no at- 
tempt to get at underlying causes; they merely de- 
scribed the changes in body temperature that take 
place during illness. And yet they stand today as one 
of the major medical contributions of the mid-19th 
century. 

Contrast the superficiality of Wunderlich’s approach 
with studies recently reported in the Journal of Ex- 
perimental Medicine relating to the genetics of indi- 
vidual mammalian cells.* This work, carried out at the 
University of Colorado, has involved the use of a 
tissue-culture method that makes possible, for the first 
time, the same kinds of studies on individual mam- 
malian cells that bacteriologists have been making 
for years on various species of bacteria. There are two 
keys to the new experimental technique: The first 
involves the use of the enzyme trypsin to dissolve the 
proteinaceous intercellular cement that causes mam- 
malian cells always to grow in sheets in tissue culture 
rather than as individual cells. The second has to do 
with the biochemical conditions in the culture me- 
dium, which, it has been found, can be made optimal 
by the presence of a “feeder” layer of metabolizing 
but nonmultiplying cells. 

Through these two ingenious innovations, it is now 
possible to grow single mammalian cells on semisolid 
mediums in ordinary Petri dishes. Each cell placed 
upon the medium eventually grows into a colony 
easily visible to the naked eye. The number of cells 
in each colony can be counted, and thus the rate of 
cellular division can be accurately measured. The 
method is exactly analogous to that used in studying 
the reproductive behavior of bacteria. Its discoverer, 
Dr. Theodore Puck, has already applied it to an 
analysis of the mechanism of action of ionizing radia- 
tion upon human tissue cells. Certainly in this age of 
atomic power there is no subject concerning which 
humanity is more in need of specific information. 

Puck’s findings may be briefly summarized as fol- 
lows: First, he has shown that cells derived from a 
human cervical cancer (the so-called HeLa cells) are 
many times more sensitive to x-rays than are any other 
micro-organisms that have previously been studied. 
In fact, the amount of radiation needed to stop the 
multiplication of a single HeLa cell is so small that 
it could not possibly break more than a few chemical 
bonds in the cell. This quantitative evidence strongly 
suggests that the radiation acts upon the cellular 
reproductive apparatus, namely, the gene-containing 
chromosomes. 
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Secondly, the observed relationship between the 
dose of radiation applied and the percentage of sur- 
vival of cells follows what is known as a typical “two- 
hit” curve. This fact suggests that the x-rays act upon 
the chromosomes of the cell rather than upon any 
single gene. 

Thirdly, whereas small doses of radiation will cause 
only a delay in growth, somewhat larger ones cause 
the growth to cease after several generations. When 
the dose of radiation is increased still further, multi- 
plication stops immediately, but the surviving cells 
continue to grow in size and eventually become giant 
cells, which metabolize actively and are highly sus- 
ceptible to virus action, in spite of the fact that they 
do not reproduce. Finally, it has been shown that only 
with very large doses can complete disintegration of 
the HeLa cells be achieved. 

These remarkable studies of Puck vividly illustrate 
the increasing depth of medical science. For here, in 
contrast to the workers of Wunderlich’s time, is a 
medical scientist probing directly at the very secrets 
of life itself. Such probings require a depth of knowl- 
edge in the life sciences that Wunderlich could hardly 
have dreamed of. Surely the thesis that medical sci- 
ence has grown, and is continuing to grow, in depth 


need not be belabored further. 
Breadth in Medical Science 


Equally impressive has been its growth in breadth. 
If I may continue to refer to Puck’s work for a mo- 
ment longer, I should like to point out that he is by 
training a physical chemist, rather than a physician. In 
carrying out the work that I have briefly described, 
he has had to make use of many disciplines. 

The following points in this regard are of interest. 
First, the cells that he used in the tissue-culture ex- 
periments were originally derived from a cancer of 
the cervix in a human. Second, in designing his tissue- 
culture method he borrowed heavily from conven- 
tional bacteriology. Third, he made use of a biochem- 
ical method to separate individual cells for culture. 
Fourth, his knowledge of physics aided him in in- 
terpreting the biological effects of the x-rays. Fifth, 
consideration of the quantitative effects of the x-rays 
involved the use of thermodynamics. Sixth, his work 
led him primarily into a problem of genetics. And, 
finally, a fairly complicated method of mathematical 
analysis was necessary to interpret fully the relation- 
ship between x-ray dose and cell survival. 

Here, then, is a single example of modern medical 
research in which the principal investigator has made 
use of information derived from surgery, microbi- 
ology, biochemistry, physics, genetics, and mathe- 
matics. The possible practical application of these 
studies cannot yet be evaluated. Suffice it to say that 
the studies may well prove to have a bearing upon 
the understanding of such basic biological problems 
as those of organ differentiation, the development of 
congenital defects, the nature of malignancy, the bio- 
logical effects of radiation, and the intermediary 
metabolism of individual tissue cells. 

Many other examples might be cited to illustrate 
the fact that modern medical science encompasses all 
of the basic natural sciences. But what of the social 
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sciences? Certainly modern medicine involves them 
also. No physician can fully understand his patients 
unless he is reasonably familiar with all of the possible 
environmental factors of illness. Indeed, medicine can 
perhaps best be defined as a study of the interaction 
of man and his environment. The important environ- 
mental variables that influence his well-being include 
not only physical and chemical factors but social 
forces as well. Through psychiatry, particularly, mod- 
ern medicine has become deeply involved in the so- 
cial sciences, including such disciplines as _ social 
anthropology and social psychology. That medical 
science is far broader today than it ever was before is 
evident to even the most casual observer. 


Length in Medical Science 


Now you will ask, how in the world am I going to 
drag into this discussion the third Euclidean dimen- 
sion, namely, length. If you will allow me a little lib- 
erty with my analogy, I should like to introduce not 
only the concept of length but also that of time. For 
to me the most important practical problem that con- 
fronts medicine today is that created by the excessive 
length of time required to train a modern physician. 

As the depth and breadth of knowledge in medical 
science have increased, the combined undergraduate- 
postgraduate courses in medical schools and_ hos- 
pitals have become longer and longer. In this country, 
physicians and surgeons are considered well qualified 
to practice only after they have completed 4 years of 
college, 4 years of medical school, and an additional 
3 or more years in a hospital—a total of at least 11 
years after high school. When two years of com- 
pulsory military training are added, many doctors of 
medicine have reached the age of 30 before they have 
finished their formal education. Those interested in 
research have spent a number of their most promis- 
ing years merely preparing for their careers. This 
demanding period of training, with its inevitable eco- 
nomic strain, has become so long that it is beginning 
to discourage candidates from entering the field of 
medicine. The relative number of students applying 
for admission to medical schools, as compared to 
those applying for training in other professions, has 
been definitely on the decrease.’ Furthermore, there 
is good evidence that the excellence of practicing 
doctors is related, in part at least, to the length and 
quality of their postgraduate training as house of- 
ficers. Under the present prolonged curriculum of 
undergraduate medical education, many young phy- 
sicians are forced, for economic reasons, to enter pri- 
vate practice before they have gained adequate ex- 
perience in hospital residencies. Such short-cuts to 
practice, in this age of expanding science, deprive 
society of the maximal return on its investment in 
medical manpower. 

Comment 

Is it surprising, then, that we as physicians sense 
within our profession a climate of unrest? The basic 
problems that face medicine today are the direct re- 
sult of the changing dimensions of medical science. 
These problems will not be solved overnight, nor will 
they be solved in the same way in every institution. 
Their eventual solution will require wise and imagina- 
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tive planning on the part of those involved in med. 
ical education, in the running of hospitals, and in the 
practice of medicine. 

In an attempt to meet them effectively in our own 
university, a committee of the medical faculty, work. 
ing jointly with a small committee from the faculty 
of philosophy, formulated last year an extensive reyi. 
sion of the educational program of the school of medi- 
cine. It would not be appropriate for me to attempt 
to outline in any detail the proposed plan for the 
medical school. I would, however, like to state its 
long-range objectives. They are, very briefly, as fol. 
lows: (1) to attract a greater number of talented stu. 
dents to the study of medicine bv (a) shortening the 
course of training for selected students by two years 
and (b) cutting accordingly the now almost prohibitive 
cost of their medical education; (2) to break down the 
presently existing barrier between the liberal arts and 
the medical sciences, and thus not only liberalize the 
training of medical students but also bring the school 
of medicine into closer collaboration with the rest of 
the university; and (3) to add strength to the basic 
science departments of the medical school, on the 
grounds that these departments must, in the final 
analysis, provide the foundation of clinical medicine 
and public health. Whether these ambitious objectives 
can be attained remains to be seen. They stand at 
present as an impressive challenge to the faculty and 
students of the school of medicine. 

In conclusion, I should like to comment briefly on 
what we so casually refer to today as “university medi- 
cine.” Its true significance is perhaps best illustrated 
by the following quotation from Sir Francis Fraser's 
prophetic lecture entitled “The Changing Foundations 
of Medicine” *: 


While clinical medicine continues to depend to an increasing 
extent on physiology and biochemistry, it is looking now for its 
inspiration and its methods especially to the work of the phys- 
icist, the chemist, and the biologist. Without an understanding 
of these sciences and their recent advances it is difficult to assess 
the value of much of the new work being carried out in clinical 
science and being applied to the practice of medicine. In other 
words, these subjects can no longer be regarded as pre-medical 
in our scheme of medical education, but rather as pre-clinical 
along with anatomy, physiology, biochemistry, pathology, bac- 
teriology and pharmacology. 


Thus it is evident, as Professor Fraser so clearly 
states, that the changing dimensions of medical sci- 
ence are drawing medical schools closer than ever to 
their parent universities. The degree to which this uni- 
versity bond is strengthened will determine in no 
small measure the future progress of medicine. 


601 N. Broadway. 
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RESEARCH KNOWLEDGE AND ATTITUDES REFLECTED 


IN MEDICAL EDUCATION 


Edward W. Dempsey, Ph.D., St. Louis 


Much that I might have said has already been 
stated by Drs. Weiskotten, Whitehorn, and Atchley 
(this issue, pages 533, 538, and 541). It seems to me 
that their comments constitute a most eloquent plea 
for the furtherance of research training during the 
time medical students are enrolled in our medical 
schools. They are also a testimony to the effectiveness 
of such teaching in furthering the ideals of the medi- 
cal profession. Consequently, I think now that it is 
unnecessary for me to defend the point of view that 
furtherance of our research training is a desirable 
thing. 

I might, however, reiterate some of the comments 
that have been made. It might be recalled, for ex- 
ample, that Flexner said, in his report on medical 
education, that there is not, or ought not to be, any 
essential difference between the attitude of mind of 
the scientist and of the clinician. Both should be peo- 
ple trained to observe, to reflect on their observations, 
and to draw tentative conclusions on which they then 
could base, respectively, an experimental procedure 
or a therapeutic regimen. Following this intervention, 
a second period of observation, reflection, and con- 
clusion should be undertaken. In both the experi- 
mental and the clinical situation, the mental attitudes 
are identical. 

I would like also to reiterate what has been said 
earlier, that the clinical research undertaken by medi- 
cal students during the time they are in medical 
school, especially in their clinical years, and the use 
of the methods evolved by and practiced in the basic 
science departments have formed one of the principal 
integrating forces in medical education. The activities 
of such students has brought the basic science teachers 
closer to those operating in the clinical departments 
than perhaps any other single force operating in the 
medical educational institutions of today. 

So I take it, then, that we can begin with an agree- 
ment that research training for medical students is an 
admirable thing. The questions remain as to how this 
training may be implemented most effectively and 
what special problems, financial, organizational, and 
otherwise, such a program entails for the medical 
schools, These problems are interrelated with some 
others that concern both medical schools and medical 
practice, the problems of recruitment of teachers in 
medical schools and the dissemination of the results of 
research to the profession. Obviously, the larger the 
number of trained investigators who emerge from 


Professor of Anatomy, Washington University School of Med- 
icine, 

Read before the 57th Annual Congress on Medical Education 
and Licensure, Chicago, Feb. 11, 1957. 


* Teachers who are also competent as investigators 
are no longer confined to the basic science depart- 
ments of medical schools but are found in the clinical 
departments as well. Students can obtain desirable 
research experience by various informa/l and formal 
arrangements, which include programs of summer 
research or even a year of full-time research in a 
laboratory of the student’s choice after he has 
finished his preclinical courses. The financial prob- 
lems can be solved. Grants to institutions that wish 
to further student research training are available 
through federal agencies and private foundations. 
These permit the universities to pay students enough 
for time spent on research to compensate them 
when they forego higher-paying work of other kinds. 


medical schools the more rapid and the more skillful 
will be the introduction of future experimental results 
into clinical practice. 

Forty to 50 years ago laboratory teaching of the 
type now standard in all schools was recognized as a 
desirable thing. Gradually, one school after another 
instituted laboratory teaching, with staffs of basic 
science instructors. Courses were introduced that re- 
placed the previous didactic exercises. At first there 
was a small number of such schools. A generation 
later, about the time that I began to be concerned 
with medical education, the teachers trained by those 
original schools had taken effective places in a larger 
number of institutions. Today, with another genera- 
tion, one finds that a large number of medical schools 
scattered all over the United States are now staffed 
by instructors who are thoroughly competent as in- 
vestigators, and these investigator-teachers are no 
longer confined exclusively to the basic science de- 
partments. They are to be found in the clinical depart- 
ments as well. There is now a continuing thread of 
interest in the investigative attitude and approach 
that begins from the moment the student enters the 
medical school and, in most instances, continues far 
beyond his graduation. 

As this increase and spread of talent has been ac- 
complished, there has been a similar increase in the 
variety of investigative training undertaken by the 
different schools. One of the most interesting and ex- 
citing things about American medical education is 
its capacity for producing a variety of people who can 
meet the needs of various local situations and take 
advantage of the opportunities to be found, while 
discounting the difficulties that arise in particular 
local settings. 

In any event, a number of tactics have been evolved 
in the medical schools. Lectures are no longer the 
kind that used to be given. For instance, in my own 
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field, anatomy, it had been the tradition for centuries 
that lectures were to be orations. This is no longer 
true. Lectures in most of the departments of anatomy 
today are concerned not so much with a recitation of 
fact presented as palatably as possible as with a dis- 
cussion of the experimental aspects of the subject and 
an introduction of the experimental material in cur- 
rent journals, which has not yet been incorporated 
into the textbooks. 

Tutorial systems have been introduced in many 
schools, sometimes under quite informal guises and in 
other instances in semiformal arrangements brought 
about spontaneously by the desire on the part of the 
staff and of the students to engage in informal meet- 
ings to discuss experimental work. 


Research Opportunities 


A number of schools have instituted programs of 
summer research. This type of program developed 
more or less spontaneously, by virtue of occasional 
students approaching staff members and suggesting to 
them that they were interested in doing some of the 
kind of work with which the instructors were identi- 
fied. Out of this kind of casual, incidental, and spon- 
taneous association there has arisen more recently a 
formalized program at many institutions, whereby 
funds have been sought to make it possible to en- 
courage students to undertake such activities. A few 
years ago the United States Public Health Service 
made it possible to obtain grants for this purpose, and 
this has immeasurably furthered the development of 
student research activity. 

The summer research program has been criticized 
by a number of people as being superficial because 
the period is too short for the best results. It is 
certainly true that research training should not be 
superficial. It is, however, also true that the job of 
capturing the imagination and attention of the stu- 
dent is one that must be undertaken at the appro- 
priate time, and the appropriate time is always the 
time when the imaginative idea has occurred in the 
student’s mind. So, for purposes merely of intro- 
ducing the student to the exceptional intellectual op- 
portunities in medicine, I think this program is well 
justified. 

Still other opportunities are available. Many institu- 
tions encourage occasional students to take off a year 
from their regular medical studies. This year normally 
occurs after the completion of the preclinical courses. 
The student is encouraged to spend the year doing 
full-time research in the laboratory of his choice. In 
many institutions this device has worked very well 
indeed. 

In listing the support available for student research 
training, one should also mention the postdoctoral 
fellowship, which, although available after the stu- 
dent has received his M.D. degree, is still used at a 
time when he is a relative beginner in investigation. 
Therefore, these fellowships afford an opportunity to 
undertake serious and sustained work in a laboratory 
under the direction of a skilled investigator. 
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There are characteristics common to all of these 
programs, which have been developed in their varioy; 
ways and in response to spontaneous demands—some. 
times on the part of the student and sometimes on the 
part of the faculty, who require, to some degree, , 
close contact with students to help them acquire , 
sense of fulfillment in their occupations. The pro. 
grams all cost money. They occupy a considerable 
part of the time of the faculty and of the student. | 
believe these two factors have caused much difficulty 
in the advancement of the programs. It is inescapably 
true that the medical curriculum is full, that a great 
many new facets of knowledge have been developed 
in recent times, and that clearing curricular time at 
the expense of completeness is not entirely justifiable. 
Nevertheless, a way can be found, as a way has been 
found with these spontaneous programs, to make at 
least a beginning toward an improved method of 
launching students into investigative work. And, as 
such programs develop, I am confident that clearance 
of the time from the curriculum will be possible to an 
even greater degree. 

The financial aspects of the program are not great 
at the present. However, they are still troublesome. 
With the present degree of research activity in medi- 
cal institutions, in most cases it is possible for the 
laboratories to make places for the occasional stv- 
dents, or groups of students. This represents a secon- 
dary use of facilities that have been accumulated 
primarily for other purposes. Through the activities 
of the federal agencies and the private foundations, 
it has also been possible to obtain grants-in-aid. These 
grants permit the universities to pay students enough 
for time spent in research during the summer, pre- 
venting the necessity of their obtaining higher-paying 
jobs. 

Specifically, I should like to mention here a new 
program that the Public Health Service is initiating 
An Experimental Training Grants Committee has been 
formed, with money available for grants to institv- 
tions that wish to further student research training. 
This committee has adopted a policy that the further- 
ance of a variety of kinds of research is advisable. 
In other words, there is no simple plan that could 
and should be enforced as the ideal plan for all medi- 
cal schools. 

I mention this to indicate the awareness of the use- 
fulness of this program on the part of the agencies 
interested in furthering medical research and educa- 
tion. This information is evidence that the sponte 
neous evolution of the investigative approach to the 
teaching of medical students, bringing the student- 
teacher relationship into the research laboratory, ha‘ 
been continuing in the United States. I am cor 
fident it will continue over the foreseeable fu- 
ture. I have great confidence that, in this program. 
the advantages mentioned by Dr. Weiskotten (see this 
issue, page 533) as accruing from the medical revo: 
lution of the past will continue to operate in the 
future generation. 
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CLINICAL NOTES 


USEFUL PRECAUTIONS IN RADIOGRAPHY FROM THE GENETIC POINT OF VIEW 


Israel E. Kirsh, M.D., Hines, Ill. 


The recent report ' of the National Academy of Sci- 
ences-National Research Council concerning the bio- 
logical effects of atomic radiation was quite reassuring 
as to the fall-out from nuclear weapon tests but raised 
an alarm in regard to the medical use of x-rays. “The 
medical use of x-rays should be reduced as much as is 
consistent with medical necessity,” reads one of the 
recommendations of the genetics committee of the 
council, headed by Dr. Warren Weaver, vice-president 
for natural and medical sciences of the Rockefeller 
Foundation. 

As a consequence of this report, given out at a press 
conference * on June 12, 1956, there may be some pub- 
lic anxiety on the subject of x-rays. This situation con- 
cerns not only radiologists but physicians in general, 
who find x-ray studies increasingly valuable and who 
now are expected to reconsider them in terms of their 
value versus their danger. 

For example, it was advised by the genetics com- 
mittee that individuals up to the age of 30 years re- 
ceive a total accumulated dose to the reproductive 
cells of not more than 50 r and that not more than an ad- 
ditional 50 r be given to individuals up to 40 years of 
age. For the population as a whole, the average ex- 
posure of the reproductive cells to radiation (above 
the natural background) should be limited up to the 
age of 30 years to 10 r. 

Also in June, 1956, the report of the British Medical 
Research Council on Nuclear and Allied Radiation * 
was announced. Its conclusions were much the same as 
those of the National Research Council in the United 
States. The British group found that the amcunt of 
radiation reaching the reproductive organs of the Eng- 
lish people through diagnostic radiology was much the 
most prolific source of artificial irradiation and that the 
risk of genetic damage from test explosions of nuclear 
weapons was negligible. They called for a review of 
indications for diagnostic x-ray procedures and a 
recheck of conditions under which they are carried 
out, from the radiation point of view. They advised 
a critical examination of the use of radiotherapy in 
nonmalignant conditions. Specifically, the danger of 
inducing leukemia following radiation of the whole 
body was noted. The evidence consisted of experi- 
ments in animals, the incidence of the disease in 
Hiroshima and Nagasaki after the atomic bomb ex- 
plosions, and the increased number of cases of the 
disease after x-ray therapy in cases of rheumatoid 
spondylitis, 


From the Department of Radiology, Veterans Administra- 
tion Hospital. 


Because of an appreciation of the value of the work 
on mutations and radiation by Muller,‘ I was able to 
anticipate some of these warnings and, some time ago, 
pointed out in THE JournNAL * that two simple meas- 
ures were effective in decreasing the radiation in x-ray 
procedures. They are use of adequate aluminum filters 
in the radiographic machines and fluoroscopes and of 
lead-rubber protective shields placed over the genitals 
during radiography. 


Protective Shields for the Genitals 


Since the publication of that paper, I have found 
that there was an objection to the use of the lead- 
rubber shield in that it tended to slip somewhat and 
might then obscure bony structures of interest. A 
change was made to plain sheet lead of 1.5-cm. thick- 
ness. This was satisfactory, because it could be molded 
readily to fit over the genitals and remained in place 
during the examination. When these shields were 
placed on male patients, no radiation could be meas- 
ured on the r-meter placed on the scrotum in various 
x-ray procedures. Therefore, the lead shields have 
convenience and effectiveness to recommend them in 
the case of most patients in veterans and military 
hospitals as well as in 50% of the patients in general 
hospitals. (This is not readily applicable for female 
patients. ) 


Adequate Filtration 


The value of adequate filtration in x-ray diagnostic 
equipment has been shown in the past by eminent 
authorities * in radiology and physics. However, my 
discussion * of the subject was made brief and non- 
technical in order to influence physicians who, al- 
though not experts in radiation, use x-ray machines 
and fluoroscopes. Manufacturers of x-ray equipment 
are now increasingly installing filters in effective 
amounts (3 mm. Al in fluoroscopes and 2 mm. in radio- 
graphic machines ) rather than the traditional 0.5 mm. 
Al, which might be called token filtration. 

A question asked at the press conference * at which 
the National Research Council report was given out 
deserves a serious answer. The question was: In view 
of the large number of people who receive some radia- 
tion in this way, should the chest x-ray survey program 
for tuberculosis be stopped? The experts at that time 
did not give a direct answer. In order to have the 
basis for an answer, it is necessary to know how much 
radiation the gonads receive in the course of a chest 
x-ray. 

Measurements of such radiation were made at the 
Veterans Hospital, Hines, IIl., with the use of the con- 
ventional chest film and a survey-type photoroentgen 


s 553 

10us 
me- 
e, a 
Pro. 
nt. | 
ult 
ably 
reat 
oped 
at 
able. 
been 
e at 
dof 
ance 
‘0 an 
ome. 
nedi- 
the 
>CcOn- 
lated 
vities 
ions, 
ough 
pre- 
iying 
ting. 
been 
stitu- 
ther- 
able. 
“ould 
nedi- 
use- 
ncies 
Juca- 
onta- 
the & 
dent: 
has 
con- = 
» fu 
sram, 
this 
revo- 


554 PRECAUTIONS IN RADIOGRAPHY—KIRSH 


chest examination (two “stereo” films). A Victoreen 
r-meter was used for making the measurements. This 
was a treshly calibrated instrument having a scale 
reading to 250 mr in steps of 5 mr, thus permitting 
readings to the nearest 1 mr, and made for use in the 
60-to-400-kv. range. When the exposure was to be 
made, the roentgen meter, clamped on a_ pedestal, 
was placed between the thighs in contact with the 
posterior aspect of the scrotum. There was a 2-mm. Al 
filter on the radiographic tube. A high-kilovolt tech- 
nique (110 to 125 kvp) is routinely employed for chest 
radiography, and a thin stationary grid is placed be- 
tween the patient and the cassette. Slight variations in 
exposure factors, because of differences in the size of 
the patients, will not be discussed in detail here. The 
measurements obtained are shown in table 1. 

It will be noticed that the large cone placed on the 
radiographic tube did not decrease the radiation on the 
gonads (table 2). A smaller cone of the “double- 
diaphragm” type was then placed on the tube. In no 
case was any radiation obtained on the scrotum when 
this cone was used. 

The large radiographic cone first used had an aper- 
ture of 11.5 cm. (diameter). The small cone was of 
the “double-diaphragm” type and had an aperture of 
8 cm. The manufacturer states that it contains more 
than the usual amount of lead, being designed for 
radiography up to 125 kv. The small cone is now used 
exclusively at the Veterans Hospital in Hines, II]. At 
the 72-in. distance, the transmitted beam fully covers 
the 14-by-17-in. film. 

It is evident, therefore, that the use of a cone will 
considerably reduce radiation on the gonads in chest 
roentgenography, but it should be noted that a large 
cone at such a distance is no better than no cone at all. 
The cone has to limit the beam adequately to be of 
any use. 

Comment 


It is probably wise to reappraise such things as 
routine preemployment x-rays of the lumbar spine in 
the absence of symptoms.’ Reconsideration is also due 
for such occasional practices as very extensive roent- 
genologic examinations in the pelvic region, including 


TasLe 1.—Amount of Radiation to Gonads Received in 
Course of Chest X-ray in Three Male Patients 


Photoroentgen 
Examination 
—~ (Two “Stereo” 
Exposures), r 


Ordinary Chest Film, r 


No Limiting Cone Large. Cone 


Case No. Chest Serotum Chest Scrotum “ Chest Serotum 
0.030 0.011 0.036 0.011 3.0 0.020 
0.062 0.018 0.067 0.009 4.0 0.016 
0.078 0.018 0.068 0.022 3.8 0.018 


the taking of multiple views, the habitual taking of 
stereoroentgenographs, and the frequent repeat x-rays 
on patients on a time schedule rather than on the basis 
of specific individual need. 

A relevant fact concerning x-rays in this region is 
that the radiation reaching the scrotum in an ordinary 
x-ray (anteroposterior and lateral views) of the lum- 
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bosacral spine is 6.5 r with no filter and 1.7 r with , 
2-mm. filter.° It is to be remembered that, in the mal. 
patients studied, a lead shield over the scrotum elinj. 
nated the radiation, so that it did not register on oy 
milliroentgen meter. 


TaBLE 2.—Amount of Radiation to Gonads Without Limiting 
Cone and with Large Cone on Radiographic Tube 
in Course of Chest X-ray in Three Male Patients 


Dose on Serotum, r’ 

Case No Dose on Chest, r No Come Large Come 
0.036 0.021 0.021 
0.030 0.012 0.015 
0.088 0.029 0.012 


* No dose with small cone. 


Such data as those given above should be available 
for various x-ray examinations. They should be studied 
by all those using and recommending x-rays, in the 
light of current interest in the relation of radiation to 
genetics. 

Summary 


The current increased interest in radiation due to 
nuclear weapons has stimulated a new look at radia- 
tion in diagnostic radiology from the genetic point of 
view. Ionization chambers placed on the scrotum can 
be easily used to measure approximately the amount 
of radiation reaching the genitals in diagnostic pro- 
cedures in male patients. The radiation is reduced sig. 
nificantly by the use of filters and limiting cones in 
radiographic machines and fluoroscopes. Cones are 
without value unless they are small enough to keep the 
direct beam away from the genitals. In male patients, 
lead shields on the genitals reduce gonadal radiation 
to insignificant levels. 


603 N. Cuyler Ave., Oak Park, Ill. 


Mr. Wallace Bergeron, Chief Technician, X-ray Therapy 
Department, Veterans Administration Hospital, Hines, Ill, 
made the radiation measurements used in this study. 
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COUNCIL ON FOODS AND NUTRITION 


Report to the Council 


The following paper was presented at the symposium, “The Relation of Proteins and 
Amino Acids to Human Nutrition,” in Los Angeles, May 21, 1956. This symposium was sponsored 
by the Council on Foods and Nutrition, with the cooperation of the Los Angeles County 
Medical Society and the School of Medicine, University of California at Los Angeles. This 
report is the fourth of the series, which will be available in monograph form. 


L. Wuire, Sc.D., Secretary. 


KWASHIORKOR IN CHILDREN AND ITS RESPONSE TO PROTEIN THERAPY 


Nevin S. Scrimshaw, M.D., Ph.D., Moisés Béhar, M.D., Guillermo Arroyave, Ph.D., Carlos Tejada, M.D. 


and 


Fernando Viteri, M.D., Guatemala, Central America 


In its severe form, protein malnutrition is most fre- 
quently seen today in young children. Under the name 
of sindrome pluricarencial de la infancia (S. P. I.) in 
the Spanish-speaking countries, and kwashiorkor in 
most other parts of the world, a well-defined protein 
deficiency syndrome is common in children 1 to 5 
years of age in most underdeveloped areas of the 
world. The condition begins to develop as soon as the 
quantity of protein contained in the mother’s milk be- 
comes inadequate for the needs of the growing child. 
The amount of protein obtained by the nursing infant 
becomes inadequate sometime after the 8th to 10th 
month. This inadequacy steadily increases until the 
time of weaning, when the child is likely to receive a 
diet containing a high proportion of carbohydrate and 
little or no protein of animal origin. During this period, 
the growth and maturation of the child are greatly 
slowed. If they are fortunate, children in the lower 
economic groups in underdeveloped argas pass through 
the pre-school period with little ‘additional external 
evidence of damage and resume more normal growth 
and development when they reach school age. Un- 
fortunately, many of these children with underlying 
protein malnutrition do not escape more serious con- 
sequences; they develop the severe protein malnutri- 
tion snydrome of kwashiorkor and die from it. 


Factors Associated with Development of 
Clinical Kwashiorkor 


Any one of several factors may precipitate the 
acute episode of kwashiorkor in a child already suf- 
fering from malnutrition." One of the commonest is 
infectious diarrhea, which not only interferes greatly 
with the child’s absorption of nutrients and increases 
his loss of body proteins but also may cause the mother 
to further restrict his diet. Frequently the child is given 
a starchy solution such as rice water or corn starch 
gruel containing essentially no protein, and strong 
purgatives are administered to rid him of the worms 


From the Institute of Nutrition of Central America and Panama 
(INCAP). 


that the mother mistakenly believes are causing the 
diarrhea. With such treatment the child is likely to de- 
velop frank symptoms of kwashiorkor in two to four 
weeks. 

Other precipitating causes of kwashiorkor in an al- 
ready malnourished child may be an attack of some 
infectious disease such as measles or whooping cough, 
an emotional shock such as the death of a parent, or a 
worsening of the economic condition of the family. 
At times the basic diet is so poor that the child grad- 
ually develops kwashiorkor without any other iden- 
tifiable precipitating cause. 


Characteristics of the Acute Syndrome 


Clinical Findings.—Retarded growth and develop- 
ment as initial clinical characteristics of the syndrome 
have already been mentioned. Psychic changes include 
profound anorexia, apathy, and, frequently, irritabil- 
ity. Muscle tone is decreased, and edema may often 
be severe. The skin changes include atrophy of the 
skin appendages, areas of hyperkeratosis, and altered 
pigmentation, The skin lesions are suggestive of those 
of pellagra but are not confined to areas exposed to 
sunlight. Secondary infections may result in the de- 
velopment of extensive excoriations. The hair is likely 
to be thin, brittle, and pale and sometimes acquires 
a reddish cast. It is frequently sparse and usually can 
be pulled out easily. Changes in the nails often parallel 
those in the hair. Various other clinical signs and 
symptoms associated with concomitant specific vita- 
min and mineral deficiencies may be present but vary 
from one region to another. 

Pathology.—The pathological changes found at 
autopsy in fatal cases are often so severe that it is 
inconceivable that they have come about in the rela- 
tively short period of time after either the occurrence 
of a precipitating cause or the onset of the clinical 
signs and symptoms.’ This is taken as further evidence 
for belief in the widespread existence of an underlying 
severe malnutrition in underdeveloped areas, even in 
children who do not manifest the clinical characteris- 
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tics of kwashiorkor. In addition to the lower body 
weights, most of the organs are grossly underweight, 
and a monolobular reticulosis of the liver that has 
taken a relatively long time to develop is seen in about 
20% of the cases. 

In acute kwashiorkor, the liver is enlarged and 
shows a fatty change that is often so severe it involves 
almost every cell and obliterates the lumen of the 
sinusoids. In some cases the pancreas may be enlarged 
rather than underweight, but the pancreatic acini 
always show moderate to severe atrophy and a re- 
duction in the number of secretory granules. Fibrosis 
is likely to be present in the pancreas and may be 
severe. Atrophy of the intestine and stomach occurs; 
it may be very pronounced and associated with a 
gross dilatation of these organs. 

The skin and skin appendages show a marked de- 
gree of atrophy, as do also the follicles of the thyroid. 
In the latter case, there is a loss of colloid substance 
and an increase in interstitial fibrosis. The skin shows 
hyperkeratosis and parakeratosis over the area of gross 
lesions. Atrophy and loss of lipids are apparent in the 
adrenal cortex, and fatty degeneration of the kidney 
tubules may be present. 

Hematological Findings.—The characteristic anemia 
appears to be normocytic or mildly macrocytic, and 
the bone marrow shows relative hypoplasia of the 
erythroid series.** When hookworm or other conditions 
producing iron deficiency are present, the child with 
kwashiorkor may have a hypochromic microcytic 
anemia with no hypoplasia of the marrow. 

Biochemical Alterations—The positive biochemical 
findings have been reviewed recently.* They include 
the low activity of the serum enzymes amylase, 
esterase, lipase, and alkaline phosphatase as well as 
of the enzymes lipase, amylase, and trypsin in the 
duodenum. Total serum protein and albumin levels 
are both greatly lowered, although the relative 
amounts of alpha, globulin and gamma globulin 
seem to be somewhat increased. The values of serum 
vitamin A, carotene, and vitamin E tend to be very 
low; those of riboflavin are within normal limits, 
whereas those of ascorbic acid are usually lowered in 
the acute disease. Blood serum calcium and _ phos- 
phorus levels are little altered, but low serum levels 
have been reported for cholesterol, phospholipids, and 
urea, whereas the total serum lipid levels and the 
ratio of free to total cholesterol appear to be high. 
Kwashiorkor is also associated with low blood serum 
levels of potassium,* but this may be due primarily 
to the diarrhea. 

Physiological Changes.—Nitrogen retention has quite 
naturally received considerable attention because 
kwashiorkor develops as the result of a prolonged 
negative balance. All workers agree that the nitrogen 
balance becomes strongly positive whenever protein 
is given in the acute phase of the disease. Children 
with kwashiorkor also retain a higher proportion of 
the total nitrogen of the diet than do well-nourished 
children.® The only information on amino acid metab- 
olism shows a reduced excretion of threonine in the 
urine and higher than normal ratios of isoleucine to 
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leucine and of phenylalanine to tyrosine.* Fat te. 
tention is lowered,’ and steatorrhea is usually ep. 
countered. 

Altered kidney function is indicated by the fre. 
quency of oliguria, and altered cardiac function jg 
indicated by electrocardiographic changes. The latter 
changes include a profound diminution in the ampli. 
tude of all deflections and occasional prolongation of 
the QT interval.* There is no information on initial 
endocrinological changes, unless the oliguria is con. 
sidered to be caused by a failure of the liver to destroy 
antidiuretic hormone as is suggested by Gopalan. 


Effect of Protein Therapy 


The foregoing review of the characteristics of 
kwashiorkor has been intentionally brief, since more 
complete recent reviews are available.* The principal 
purpose of this article is to summarize the effects of 
protein therapy on these initial findings. 

Disappearance of Clinical Signs.—When dried skim 
milk or half-skim milk alone is given, most of the 
findings show rapid change. In the first 7 to 10 days, 
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Fig. 1.—Serum protein and weight changes in recovery from 
kwashiorkor in girl 6 years, 6 months old. 


if the child responds to therapy, the apathy and ini- 
tability largely disappear and the child’s appetite 
returns. Edema largely or entirely disappears, the skin 
lesions clear up obviously, new hair and nail substance 
begin to grow with good color and texture, and the 
muscle tone improves. 

Under ideal conditions, the weight drops rapidly as 
edema is lost but then begins to climb (fig. 1), and 
the diarrhea stops promptly. The remarkable change 
in appearance when severe edema is lost is illustrated 
by the child in figure 2. The boy in figure 3 shows full 
recovery, which occurred in 10 weeks of dietary treat- 
ment. In less. favorable cases, possibly associated with 
cross infections caused by poor hospital conditions 
and lowered resistance, intermittent diarrhea contin- 
ues for many weeks, and the child fails to gain in 
weight during this extended period. : 
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Considerable evidence is available to suggest that, 
with reasonable isolation of patients and care to avoid 
cross infections, most children who recover will do so 
without the long stationary period in weight. It should 
be added that some children fail to respond to any 
kind of therapy, grow rapidly worse, and die. In these 


Fig. 2.—Boy 3 years, 10 months of age, showing (left) kwa- 
shiorkor with severe edema. Five weeks later (right) when 


edema has been lost, considerable degree of undernutrition is 
revealed. 


patients the biochemical] and pathological changes 
described earlier seem to have progressed too far to 
be reversed. Fortunately, these cases are in the 
minority. 

Hematological Response.—When the mild macro- 
cytic anemia of kwashiorkor is uncomplicated by 


Fig. 3.—Boy 2 years, 3 months of age, showing edema, skin 
lesions, and other characteristics of kwashiorkor (left). Ten 
weeks later (right) good recovery occurred with dietary treat- 
ment alone. 


hookworm or other conditions directly affecting iron 
metabolism, it responds rapidly to the administration 
of milk alone. Figure 4 illustrates the prompt reticu- 
locyte response and rapid increase in red blood cell 
count. In our cases, however, if supplementary iron 
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is not given, a microcytosis develops that can be 
corrected by the oral administration of iron, which 
will produce a second reticulocyte response. These 
changes are accompanied by a renewal of erythro- 
blastic activity in the bone marrow. When microcytic 
anemia is present initially, supplementary iron must 
be given from the beginning if a satisfactory hemo- 
poietic response is to be obtained. 

Pathological Changes.—Of the reversible patholog- 
ical changes, only those in the liver can be studied 
conveniently. From both autopsy and biopsy speci- 
mens we know that nearly all the liver cells contain 
excessive fat in the acute stage of the disease and that 
the sinusoids are obliterated by the swelling of the 
cells. Within 3 to 14 days of optimal dietary treatment, 
this extra fat disappeared in our cases. Figure 5 shows 
the microscopic appearance of a biopsy specimen of 
the liver, with partial disappearance of fat, obtained 
five days after admission in a child with an acute 
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Fig. 4.—Anemia in kwashiorkor. Findings in girl 22 months old 
given half-skim milk. 


case of kwashiorkor. Since fat disappears in the op- 
posite order in which it is laid down, the cells in the 
center of the lobules are the first to lose their fat. In 
most cases, when stained with a reticulum stain such 
as Gomori, the liver shows a mild to moderate reticu- 
lum fiber proliferation. This persists for as long a 
period of time as we have been able to follow cases, 
at present a maximum of 15 weeks (fig. 6). 

Associated with this reticulum fiber proliferation is 
an increase in the number of histiocytes in the portal 
spaces. In some cases a thickening of the walls of the 
central veins that stains for reticulum and sometimes 
for collagen is noted. The thickening is different 
in type from that described by Bras ° under the name 
of veno-occlusive disease. In none of our cases has a 
true hepatic cirrhosis been found. The possible rela- 
tionship of the reticulum fiber proliferation to fibrosis 
in the adult is unknown. 

Biochemical Recovery.—Changes in levels of certain 
biochemical substances occur during recovery. 
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Serum Protein: The prompt response in most cases 
of kwashiorkor to a diet rich in protein is illustrated for 
one individual case in figure 1. The average increase 
in serum protein and albumin levels with adequate 
treatment is shown in figure 7. A rise in serum albu- 
min from 1.7 to 3.1% and in total serum protein from 
3.8 to 6.3% in only two weeks illustrates well the 
rapid recovery that can take place. 

Serum Vitamin Changes: As might be expected, 
changes in some of the serum vitamin levels are pro- 
found. Figure 8 shows the very low levels of vitamin A 
found in patients upon admission and the gradual rise 
that occurred as treatment proceeded. This rise was 
greater when 5,000 units of vitamin A were given 
daily for the first two to three weeks in addition to 
the 800 to 900 units contained in the daily dict. The 


‘ 
J 


Fig. 5.—Microscopic appearance of liver in boy 3 years of 
age with acute kwashiorkor after five days of dietary treatment. 
This section shows disappearance of fat droplets in cells of cen- 
tral portion of lobules. On patient’s admission, all of liver cells 
appeared to contain fat (hematoxylin and eosin stain). 


oral administration of a single dose of 75 mg. of 
vitamin A produced no effect on serum vitamin A 
levels in children admitted with kwashiorkor.** How- 
ever, only five days after milk therapy was begun, 
this oral dose produced a prompt and significant 
increase in the serum levels of vitamin A. The serum 
carotene and vitamin E levels, also initially low, rose 
with treatment. 

In general, we have not found the amount of water- 
soluble vitamins to be greatly lowered in serum. The 
data summarized in figure 9 show a rise with treat- 
ment in the values for both total riboflavin and the 
so-called free riboflavin fraction. We find that ascorbic 
acid values also rise with treatment. 
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Serum and Tissue Enzymes: The rapid rise in the 
activity of serum enzymes with the feeding of good 
quality protein is striking. Figure 10 illustrates the 
increase in serum amylase level that takes place with 
treatment. Esterase and lipase show similar re. 
sponses.”* All three enzymes have their principal origin 


mi 
4 


meg/i00 mi 


mi 


Fig. 6.—Microscopic appearance of liver in boy 5 years of age 
admitted to hospital with acute kwashiorkor and given four 
weeks of dietary treatment. This section shows extensive retic- 
ulum fiber proliferation commonly seen after clinical recovery 
(Gomori stain). 


in the pancreas and therefore are useful indicators of 
the altered pancreatic function in the syndrome and 
of the recovery in response to treatment. 

Figure 10 also shows the rise in levels of alkaline 
phosphatase and pseudocholinesterase (a nonspecific 
enzyme that hydrolyzes not only esters of choline but 
a variety of noncholine esters as well). We have found 
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Fig. 7.—Response of serum protein and albumin levels to dict 
therapy in kwashiorkor. 


the latter to be the most sensitive indication of satis- 
factory response. After an initial drop, alkaline phos- 
phatase level shows a similar rise with treatment.” 

Just as this syndrome of protein malnutrition is 
associated with a widespread decrease in the activity 
of other.enzymes, so is there an equally widespread 
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and rapid recovery. Waterlow '° has shown, through 
, study of liver biopsy specimens from malnourished 


children in Gambia, British West Africa, that the 
pseudocholinesterase activity increases more than 


100% 


mi 
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when a milk diet is given. Although cytochrome 
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Fig. 8.—Response of serum carotene and vitamins A and E 


levels to diet therapy in kwashiorkor. 


oxidase and lactic dehydrogenase levels are not af- 
fected, the level of transaminase in the liver also 


rises.’ 


° The alkaline phosphatase activity of liver 


biopsy tissue increases in kwashiorkor and decreases 
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Fig. 9.—Response of serum riboflavin level to diet therapy in 


kwashiorkor. 


with 


treatment. The duodenal amylase, lipase, and 


trypsin levels rapidly return to normal in the first 10 
days of treatment.?* 

Other Biochemical Changes: Serum cholesterol val- 
ues rise rapidly with treatment,"’ and the ratio of free 
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to total cholesterol falls rapidly in the first two weeks. 
The low-average serum blood urea levels rise to 
values that exceed the normal level."" 

Physiological Changes.—It has already been men- 
tioned that nitrogen balance is strongly positive in the 
early phases of recovery and nitrogen retention is 
high. In the four children we studied for such data, 
we found that retentions range between 14.0 and 
2.9% even relatively late in recovery. When the child 
reaches normal weight for height, however, the re- 
tention of nitrogen drops sharply regardless of the 
amount absorbed. The percentage of dietary fat 
retained decreases in the acute phase of the protein 
deficiency but rises with treatment.“ In our own 
studies fat retention is variable but does not return 
to normal even late in the recovery period.” The 
electrocardiographic changes of the acute phase re- 
ferred to before also disappear early in recovery.” We 
have recently noted that, when a patient is admitted, 
the size of his heart is decreased relative to the size 
of his chest; the heart increases in size with treat- 


ment (fig. 11). 
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Fig. 10.—Response of three serum enzyme levels to diet therapy 
in kwashiorkor. 


A curious set of findings is occasionally encountered 
relatively late in recovery. These findings were orig- 
inally described by Gémez and his group in Mexico 
under the name of the “recovery syndrome.” '* The 
liver increases in size, and collateral circulation often 
is plainly evident, suggesting cirrhosis. An increase 
in eosinophil count is observed, and hypertrichosis 
also may develop. It has been suggested that this syn- 
drome is caused by a recovery of pituitary function 
prior to the recovery of other endocrine organs, with 
a resulting imbalance. We have occasionally seen this 
in mild form in Central America, and scattered cases 
have been reported from other parts of the world. We 
suspect that this recovery syndrome is aggravated by 
a high caloric intake with a relatively low proportion 
oi protein, 
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Relation to Caloric Deficiency 


A discussion of protein malnutrition would not be 
complete without pointing out that it is usually asso- 
ciated with a recent or long-standing deficiency of 
calories. The cases in which there is a loss of sub- 
cutaneous fat and muscular wasting, initially ob- 
scured by the edema, are spoken of as the marasmic 
type of kwashiorkor because they combine degrees 
of both marasmus or starvation and protein deficiency. 
In general, these cases are clinically more severe and 
require longer hospitalization. Since most of the cases 
of kwashiorkor occurring in Mexico, Central and South 
America, India, South Africa, and the Belgian Congo 
are of this type, it is sometimes difficult to separate 
the effects of protein and calorie deficiency. How- 
ever, in Jamaica and Uganda, where children may 
develop kwashiorkor without the loss of subcutaneous 
fat and muscular wasting, and despite the consump- 
tion of an abundance of calories, the changes that 
have been described as characteristic of kwashiorkor 
also occur. 

Comment 

A relative deficiency of protein of high biological 

value is the outstanding common finding in the diets 


of children in whom kwashiorkor develops. Further- 
more, the principal characteristics of this disease dis- 


Fig. 11.—Anterior-posterior roentgenogram of thorax in boy 2 
years, 7 months of age upon admission (left) and with initial 
recovery well advanced after 14 days of dietary therapy (right). 
Photographs indicate an increase in relative size of heart with 
treatment. 


appear promptly when skim milk alone is given. It is 
given initially in a dilute form to provide a relatively 
low level of protein until it is easily tolerated by the 
patient. The concentration of milk is gradually in- 
creased until 4 to 8 Gm. of protein per kilogram of 
body weight is given by the fifth day, followed by 
gradual addition of other foods to supply a balanced 
diet rich in protein. Parenteral therapy is usually 
unnecessary. 

These observations form the basis for considering 
kwashiorkor to be primarily a manifestation of severe 
protein deficiency. Further support has been given 
to this concept by the work of Brock and others,’*” 
who have demonstrated that vitamin-free casein alone 
will bring about an “initiation of cure” including 
disappearance or improvement of all of the major 
signs and symptoms. A mixture of 18 amino acids, as 
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in casein, with the addition of glucose, a mineral] pj 
ture, and all known vitamins was also effective R, 
moval of the vitamins did not seriously affect ,jJ 
rate of initiation of cure. Hansen and co-worker 

have also reported satisfactory initiation of cure yw; 
a mixture containing the 10 essential amino ag 
plus tyrosine, minerals, vitamins, and glucose, Whp 
the vitamins were omitted from this mixture, the j,j 
of initiation of cure was distinctly retarded. 

A remarkable thing about kwashiorkor is the ¢,, 
matic rapidity with which it usually responds ty 
‘diet rich in protein. It would be suspected, a prio 
that children with atrophied gastrointestinal wa) 
whose duodenal enzyme activity is reduced to 1g 
ligible levels, would be unable to use large quantit 
of protein at the time of admission to the hospital yi 
acute kwashiorkor. Nevertheless, the response to pr 
tein administration is so.rapid that a few days lat 
enzyme activities have returned to normal ™ and ¢) 
absorption and retention of protein given in relative 
large quantities is high.'* The response of serum vit, 
min A levels to vitamin A administered orally, ; 
admission and after four days of treatment, indicat 
that the ability of the child to absorb fat-solub 
vitamins shows a similarly rapid recovery.” 

Our own experience in Central America and th 
of workers in other parts of the world dema 
strates conclusively that the preferred treatment 
kwashiorkor is not the parenteral administration 
protein hydrolysates, vitamins, or other medical pre 
arations but rather the oral administration, by stomad 
tube if necessary, of adequate quantities of milk 
other sources of protein of good quality. There 
reason to believe, from our work and that done: 
Coonoor, South India, and in Kampala, Uganda, thi 
suitable vegetable protein mixtures are also satisfa 
tory for this purpose."® 

Occasionally, whole blood transfusion may } 
deemed necessary to save the life of the child, b 
it is our experience that, as confidence in simp 
feeding is gained, the decision to resort to blood tram 
fusion is rarely made. Hansen and Brock* have ew 
phasized the importance of fluid and_ electrolyt 
depletion, particularly of potassium, in diarrheic cil 
dren with kwashiorkor. They recommend routine 0! 
administration of an electrolyte solution containil 
potassium (Darrow’s solution) with glucose for t 
first 24 hours, before starting to feed protein. 

The prevention of kwashiorkor must be a goal ' 
public health services and international health age 
cies, but the detailed study of the characteristics of th 
syndrome and its response to protein therapy li 
been enormously helpful in emphasizing the need ! 
prophylaxis. This advancement should also serve ' 
lessen the initial cost of hospital treatment of t 
condition, by eliminating costly parenteral thera) 
from the procedures routinely employed, and ' 
shorten the hospital stay, by protecting the malnouf 
ished child from the cross infections of the gene! 
pediatric ward. 
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Summary 


The characteristics of severe protein malnutrition 
‘kwashiorkor) in children include retarded growth 
and development, edema, anorexia, apathy and 
sometimes irritability, hair and nail changes, skin 
lesions, diarrhea, anemia, lowered serum protein and 
albumin, lowered serum levels and absorption of 
fat-soluble vitamins, lowered serum levels of pseudo- 
cholinesterase, amylase, lipase and alkaline phos- 
phatase, reduced duodenal enzyme activity, fatty 
liver, reduced heart size, and lowered electrocardio- 
graphic voltages. All of these return to normal or 
improve greatly within the first 7 to 10 days of protein 
therapy, apparently even when this therapy is given 
in the form of vitamin-free casein. Suitable vegetable 
protein mixtures may also be used. 

Children exposed to cross infection in open pediatric 
wards require longer hospitalization for satisfactory 
recovery. The associated deficiency of other nutrients 
can be corrected by diet alone except when severe 
iron deficiency caused by malaria or hookworm is 
present; in that case, supplementary iron should be 
given orally. There is no convincing evidence that 
vitamin By», lipotropic substances, or enzyme prepara- 
tions have a place in the treatment of kwashiorkor. 

This investigation was supported in part by a research grant 
from the National Institute of Arthritis and Metabolic Diseases, 
Public Health Service, and by funds from the Nutrition Founda- 
tion, Inc., the Williams-Waterman Fund of the Research Cor- 


poration, and the World Health Organization. This paper is 
INCAP Scientific Publication I-65. 
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High-Altitude Polycythemia.—Studies of high-altitude polycythemia have been carried out 
largely in the Peruvian Andes, where many people live at altitudes of more than 12,000 feet. 
When normal persons move to high altitudes, they undergo a period of acclimatization marked 
by an initial hemoconcentration, with increased values for hemoglobin and the cell-volume per 
cent (hematocrit ) and an increase in the number of erythrocytes; there is no immediate in- 
crease in the total erythrocytic mass, although this does occur some days later. Rates of 
turnover of plasma iron, however, increase greatly in the first 12 hours at high altitudes. This 
occurs more quickly than can be observed in studies of the peripheral blood and bone marrow. 
Reticulocyte counts reach a peak in about a week. Natives living at high altitudes show in- 
creased total erythrocytic masses, with normal plasma volumes. The rates of turnover of plasma 
iron are not so high as those of persons recently arrived in the region. On descent from high 
altitudes, a pronounced decrease occurs in the rate of erythropoiesis (as indicated by decrease 
in the turnover of plasma radioiron ), the rate often decreasing to values less than normal. Splen- 
omegaly is uncommon in natives living at high altitudes, and the leukocyte and platelet counts 
are not increased.—C. F. Stroebel, M.D., and W. S. Fowler, M.D., Secondary Polycythemia, The 
Medical Clinics of North America, July, 1956. 
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NEW PROBLEMS FOR PHYSICIANS 


Elsewhere in this issue of THE JouRNAL (page 566) 
is a report on some aspects of the Old-Age and Sur- 
vivors Insurance disability program. The American 
Medical Association has opposed consistently amend- 
ments to the Social Security Act leading to such a 
program. Physicians throughout the country have been 
warned of the problems that inevitably will arise be- 
cause of this program. However, in spite of these and 
other warnings, the program is now covered by law, 
and many physicians and many patients will increas- 
ingly be made aware of it as medical reports are pre- 
pared for the Bureau of Old-Age and Survivors Insur- 
ance. 

The report appearing elsewhere in THE JOURNAL is 
intended to supply physicians with information on 
what the program entails. It was prepared under the 
direction of a special committee of the Board of Trus- 
tees of the American Medica! Association, the Com- 
mittee on Medical Rating of Physical Impairment. 
One aspect of the program which must be understood, 
even though it may not be acceptable to many, is the 
role of the physician as he assists his patient applicant: 
he merely assists in providing the administrative agen- 
cy with a written report of clinical findings and medi- 
cal facts. The administrative agency will determine 
whether the applicant’s condition qualifies him medi- 
cally as disabled under the program. 

Other points of special interest include: 

The term “permanent and total” disability does not 
appear in the statutory definition of disability. So, 
while this program is popularly referred to as a “per- 
manent and total” disability program, such reference 
is not an accurate one. 

An individual is not necessarily eligible under this 
program even though he may be considered “perma- 
nently totally disabled” under another private or pub- 
lic program. 

The degree of participation by the medical profes- 
sion in the selection of medical personnel and the 
development of medical policies and practices of the 
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state administrative agency depends on the relatiop. 
ship between the agency and the medical professigy 
at the state level. 

It is the applicant’s responsibility to obtain, at hj 
own expense, sufficient medical evidence to prove his 
disability. 

Consultative examinations at government expense 
may be authorized to verify the medical evidence 
submitted by the applicant or to provide additional 
medical data needed to confirm the diagnosis o, 
severity of the applicant’s present condition. 

~The applicant’s attending or examining physiciay 
may be authorized by the state agency to develop, at 
government expense, this additional medical dati 
needed to confirm the diagnosis or severity of the ap. 
plicant’s present condition. 

An administrative agency may adopt a policy that 
the physician making the consultative examination 
must be mutually acceptable to both the applicant’ 
attending or examining physician and the medical per. 
sonnel of the administrative agency authorizing the 
consultative examination. 

The Committee on Medical Rating of Physical Im- 
pairment was appointed as an ad hoc committee of the 
Board of Trustees on September 14, 1956. Committee 
members are James R. McVay, Chairman, Kansas City. 
Mo.; George F. Gsell, Wichita, Kan.; Henry H. Kes- 
sler, Newark, N. J.; Quentin W. Mack, Boise, Idaho; 
and O. A. Sander, Milwaukee. 

The committee’s objectives are as follows: 

To establish guides for medical rating of physical 
impairment, and lists by body systems of permanent 
impairments and their relation to permanent total dis- 
ability. 

To provide liaison between the American Medical 
Association and the Bureau of Old-Age and Survivors 
Insurance on medical aspects of its program for the 
disabled. 

To study such other programs for the disabled as 
the committee may find of value in performing its 
duties. 

To inform constituent medical associations of cur- 
rent activities of the committee. 

The committee has met several times. With the 
assistance of consultants, it has begun its work. But it 
will need the understanding of the medical profession 
as this program develops. Without such understanding, 
problems for the patients and their doctors will be 
made more acute. 


TOLBUTAMIDE FOR DIABETES MELLITUS 


The release of the orally given hypoglycemic agent 
tolbutamide (Orinase) for prescription use in the man- 
agement of selected cases of patients with diabetes 
mellitus imposes new responsibilities on the physicia”. 
While tolbutamide may make unnecessary the routine 
use of insulin in many such patients, it is mandatory 
that the physician acquaint himself with the details of 
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selection of patients and their management with this 
drug. In patients with a satisfactory response to tol- 
hutamide, the blood sugar level falls, glycosuria di- 
minishes, and such symptoms as pruritus, polyuria, 
and polyphagia disappear; however, failure to ob- 
serve recommended precautions can cause deteriora- 
tion of the patient’s state of health and well-being. 

This drug is a member of the sulfonamide family 
and carries with it a risk for some patients, even 
though apparently slight, because of its chemical 
structure. The real and more serious problem, how- 
ever, Will arise if the drug is dispensed without a 
prescription for self-medication or if it is used in pa- 
tients for whom it obviously is not indicated. Tol- 
hutamide is not a substitute for insulin and must not 
he used in the juvenile type of diabetes. Such insulin- 
dependent diabetics must depend on hormonal re- 
placement therapy in addition to careful dietary 
regulation. Tolbutamide is of no value in diabetes 
complicated by acidosis and coma; here insulin is in- 
dispensable. 

Any physician using tolbutamide should insist that 
during the initial test period the patient report to the 
physician daily and for the first month report at least 
once weekly for physical examination, blood sugar 
level determinations, and white blood cell count. 
\fter the first month the patient should be seen at 
least once a month and the above studies carried out. 

For the protection of both patient and physician, 
uncooperative patients should not be considered suit- 
able for treatment with tolbutamide. Since not all 
patients with diabetes mellitus are suitable candi- 
dates for therapy with this drug, it is essential that the 
physician know the limits of application and the 
criteria for selecting patients for treatment with it. It 
is especially important for the patient not to develop 
a careless attitude, because it will result in serious 
health consequences and failure of treatment. The 
use of tolbutamide gives no diabetic license to ignore 
dietary restrictions, and all of the usual diagnostic 
and therapeutic measures necessary to insure optimal 
control of the diabetic state with insulin are equally 
necessary for control with this drug. 

The following precautions must be observed: 1. The 
patient on tolbutamide therapy must receive full and 
complete instructions concerning the nature of his 
disease and what he must do to prevent and detect 
complications and to control his condition. 2. He must 
fully understand that he cannot disregard instructions 
relative to body weight, exercise, personal hygiene, 
and avoidance of infections. 3. He must be informed 
about how and when to test for glycosuria and keto- 
nuria and how to recagnize and counteract impending 
hypoglycemia. 4. He must be informed that treatment 
only controls rather than cures diabetes and that, for 
good control to be maintained, directions regarding 
diet and dosage of the drug must be followed rigidly. 
5. Care must be exercised to avoid ketosis, acidosis, 
and coma, especially during the trial period when in- 
sulin is being withdrawn. 


EDITORIALS AND COMMENTS 563 


Use of tolbutamide is contraindicated in patients 
having (1) juvenile or growth-onset type diabetes 
mellitus; (2) unstable or “brittle” type diabetes mel- 
litus; (3) history of diabetic coma; (4) maturity-onset 
diabetes complicated by severe ketosis, acidosis, 
diabetic coma, severe trauma, gangrene, Raynaud's 
disease, or serious impairment of renal or thyroid 
function; (5) hepatic dysfunction; or (6) diabetes mel- 
litus adequately controlled by dietary restriction. 

The diabetic patient whose condition is most likely 
to be tolbutamide-responsive is one in whom the dis- 
ease is relatively mild and stable and developed some 
time after the age of 30 years. Responsiveness is 
measured by a satisfactory reduction in blood sugar 
level and glycosuria during the trial period, which 
should be continued for five to seven days provided 
ketosis does not intervene. The patient is considered 
nonresponsive to tolbutamide if any of the following 
conditions develop: ketonuria, glycosuria, unsatisfac- 
tory decrease in or persistent hyperglycemia, serious 
side-reactions, or failure to obtain subjective or ob- 
jective clinical improvement. 

The recommended dosage for tolbutamide therapy 
in a suitable candidate, whether he is or is not receiv- 
ing insulin, is as follows: on the first day, 3 Gm.; on 
the second day, 2 Gm.; on the third day, 1 Gm. On 
occasion, depending on the clinical response, dosage 
is decreased more slowly, but this period should not 
exceed one week. Thereafter, the daily dose, which 
can be given as a single dose each morning or in di- 
vided doses, is adjusted as required to obtain optimal 
control. The ultimate maintenance dose may be as 
little as 0.5 Gm. daily or as much as 1.5 Gm. daily. 
The usual maintenance dose is 1 Gm. Maintenance 
dosage over 2 Gm. should be avoided. 

When patients receiving insulin are converted to 
tolbutamide therapy, insulin should be withdrawn 
slowly and its administration not stopped abruptly. 
During the withdrawal period the patient should test 
his urine for sugar and ketone bodies as often as 
three times daily and report the results to his phy- 
sician daily. Patients whose insulin requirement is 
less than 40 units daily may be started on tolbutamide 
therapy with a concurrent 30 to 50% reduction in 
insulin dose, with further daily reduction of the in- 
sulin as response to tolbutamide is observed. In pa- 
tients requiring more than 40 units of insulin daily, 
tolbutamide therapy may be initiated in conjunction 
with a 20% reduction in insulin dose the first day, with 
further careful withdrawal of insulin as response to 
tolbutamide is observed. The too rapid conversion 
from insulin to tolbutamide may result in aggravation 
of the diabetic state and ketosis, even in those pa- 
tients whose insulin requirement is small. During the 
conversion period, hypoglycemic reactions may occur; 
these are readily controlled by the administration of 
glucose or by modification of the dose. 

Combination tolbutamide-insulin therapy is rarely 
useful or necessary, and it is not recommended. All 
patients who develop ketosis or serious side-effects 


| 
> 
i 
vi 
= 
? 
pax) 
gent 
etes 
‘jan. 
tine 
s ot 


564 EDITORIALS AND COMMENTS 


other than hypoglycemia or in whom unsatisfactory 
blood or urine sugar level control results should have 
tolbutamide withdrawn and be returned to their 
former insulin therapy. 

During the course of intercurrent complications, 
such as ketoacidosis, severe trauma, major surgery, 
infection, severe diarrhea, and vomiting, supportive 
insulin therapy becomes mandatory. Depending on 
the severity of the diabetes, the nature of the compli- 
cations, and the availability of laboratory facilities, 
tolbutamide therapy may be continued or may be 
withdrawn while insulin is being used. However, if 
tolbutamide is not withdrawn, extra care must be 
exercised to avoid hypoglycemic reactions. Because 
insulin is indispensable for the management of com- 
plications, all patients receiving tolbutamide should 
be carefully instructed in the proper use of insulin. 

The use of members of the sulfonamide family for 
their hypoglycemic effect has been studied for some 
years. One agent is now sold in Canada, and the drug 
can be obtained in other countries. In the United 
States at least two have been studied extensively. One 
has been withdrawn even for experimental use; the 
other, tolbutamide, is now available since the Food 
and Drug Administration has made effective a new 
drug application. Much work has been undertaken as 
this substance has been studied. More, however, re- 
mains. For example, what may happen when the drug 
is administered for many years remains to be seen. 
In the meantime, physicians must warn their patients 
that this drug is not a true substitute for insulin but 
in carefully selected patients can be used instead of 
insulin to control the bleod sugar level. If the patients 
are not warned properly, if they do not cooperate, or 
if the prescribers of the drug do not understand its 
limitations, trouble will inevitably arise. 


NATIONWIDE NATIONAL HEALTH 
SURVEY BEGINS 


The National Health Survey program has progressed 
to the point that field work on household interviewing 
began, nationwide, on May 6. The survey represents 
the first effort in 20 years to obtain comprehensive 
statistics on illness in the general population. 

The Public Health Service is undertaking the survey 
on a continuing basis pursuant to legislation enacted 
in the last session of the Congress. There has, of course, 
been increasing recognition for some time of the fact 
that, for the general population, information on health 
conditions is seriously out of date. An important step 
toward remedying this situation was the establishment 
in January, 1949, of the U. S. National Committee on 
Vital and Health Statistics. Two successive ad hoc 
subcommittees were set up by the chairman of the 


1. Proposal for Collection of Data on Illness and Impair- 
ments: United States, PHS Publication 333, Department of 
Health, Education, and Welfare, Public Health Service, Oct., 
1953. 
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national committee “to frame the problems in morbj¢. 
ity statistics, including chronic diseases and medica] 
care statistics, in order that morbidity data may }y 
directly related to demographic factors.” These sub. 
committees recommended the study of a number of 
methodological questions, and in several communit, 
surveys a start was made in the investigation of some 
of these questions. A third ad hoc subcommittee was 
created in 1951 and charged with the task of drafting 
“a plan for a national morbidity survey keeping in viey 
the interests of local areas.” The report of this sub. 
committee, “Proposal for Collection of Data on IIIness 
and Impairments: United States,” ' became the basis 
tor the new National Health Survey law (P.L. 652 
84th Congress ). 

The legislation was sponsored by the administration 
and enjoyed bipartisan endorsement. The American 
Medical Association supported it, while cautioning 
that any survey in this area should be conducted in 
such a manner that all interested parties can agree 
substantially with its conclusions. The House Con- 
mittee on Interstate and Foreign Commerce embraced 
this caution, repeating it in its report on the measure. 

Operation of the survey is centered in the Public 
Health Service's division of public health methods. Dr. 
Forrest E. Linder, formerly of the National Office of 
Vital Statistics and more recently chief of the demo- 
graphic and social statistics branch of the United Na- 
tions Statistical Office, has returned to the PHS as the 
survey director. Dr. Alice M. Waterhouse is staff medi- 
cal advisor. The survey program will have the benefit 
of a national advisory committee composed of repre- 
sentatives of medicine, dentistry, hospital administra- 
tion, biostatics, labor, insurance agencies, pharma- 
ceutical houses, and other interested disciplines and 
groups. The American Medical Association will be 
represented on this committee by Dr. Henry B. Mul- 
holland of the Council on Medical Service, with Mr. 
George W. Cooley of the Council staff serving in a 
staff capacity to Dr. Mulholland. 

The survey program will consist of three parts: a 
continuous sampling of househoids on a national basis, 
information being collected in eac.: household by care- 
fully trained and supervised lay interviewers; a series 
of special studies to gather information of a type for 
which a household interview method is not appropri- 
ate; and a series of methodological studies designed 
to improve the techniques of measurement of illness 
and to check the validity of data collected in the inter- 
view survey and speci»! studies. 

The household interview is the first of these parts 
to get under way on a full scale. The field work for 
this part of the study will be conducted for the public 
Health Service by the Bureau of the Census. At the 
beginning, the interviewing will be done in 330 Census 
Bureau primary sampling units, which consist of cour- 
ties, parts of counties, combinations of counties, 0 
metropolitan areas chosen to produce a representative 
sample of the population. There is at least one sam- 
pling unit in each state, and in most states there are 
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several. Within these areas, repeated samples of house- 
holds will be drawn for interviewing. Since a one-time 
interview is planned, subsequent samples will consist 
of different households each month. Also, since the 
size of the national sample is small—3,000 households 
per month—the number of households interviewed in 
any one area will be small. 

The interview questionnaire includes questions 
about illnesses of all kinds and whether they are medi- 
cally attended; chronic conditions and impairments 
whether or not they interfered with the person’s usual 
activities; dental conditions and dental care; disability 
and, separately, bed disability; symptoms; accidents 
and injuries; and hospitalization. 

The present plan is to compile periodically separate 
morbidity statistics for the country as a whole and for 
each of 11 geographical regions of the country. Data 
from these regions will be shown separately for large 
metropolitan areas as a group, all other urban areas as 
a group, and rural areas. In addition, statistics will be 
compiled separately for each of nine large standard 
metropolitan areas. 


MENTAL ILLNESS IS A MEDICAL PROBLEM 


“.. . [and] it is high time the medical profession 
launched a concerted attack on this problem.” This 
emphasis was made recently by David B. Allman, 
M.D., President-elect of the American Medical Asso- 
ciation, at a meeting of the 1957 National Health 
Forum on “Better Mental Health—A Challenge to All 
Health Services.” 

“As a physician,” Dr. Allman stated in his speech, 
“I am concerned about the responsibilities of the 
medical profession in treating mental patients—and 
more important, in preventing further increases in 
mental illness in the future.” 

Decades ago, mental illness was considered a social, 
moral, and legal problem, with mentally disturbed 
people treated as witches, possessors of evil spirits, or 
objects of public hilarity. Today, the conscientious, 
well-informed doctor, realizing that even physical ill- 
ness can be mentally induced, puts more emphasis on 
treating the whole person to solve his mental as well 
as physical problems. 

Dr. Allman pointed out that only about 4% of the 
practicing physicians in this country are psychiatrists. 
Great as their contributions are, these few men cannot 
do the job alone. What is the medical answer? It is 
obvious that every doctor, no matter what his special- 
ty, must accept a greater share of responsibility for 
aiding in the solution of these problems. 

The psychiatrist needs the intelligent cooperation 
of other doctors in every type of practice. Who is in a 
better position to deal with mental health and poten- 
tial mental illness than the doctor who has maintained 
a close relationship with his patients over a long 
period of time? Unfortunately, not all who could be 
helpful have realized their responsibilities in this 
area. It has taken a long time to accept the idea that 
present-day psychiatry is of interest to the entire 
realm of medicine. 
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Dr. Allman listed what he believed to be the physi- 
cian’s responsibilities in regard to mental illness: 

First, a physician must know his patients. 

Second, a physician must recognize and accept the 
value of psychiatric techniques in dealing with all his 
patients. 

Third, a physician must be acquainted with all the 
community services and resources available in treating 
and rehabilitating the mentally ill. 

Fourth, a physician should integrate the whole treat- 
ment and rehabilitation process. He can help the 
patient’s family understand the nature of the illness 
and show them how they can best help the patient 
during his treatment. He can act as a mediator when 
the patient is released and must be rehabilitated. 

Fifth, a physician has a tremendous educational job 
to do, not only with patients and patients’ families but 
with the general public in regard to mental illness and 
mental health. 

Elaborating on Dr. Allman’s last point, attention is 
directed to the fact that throughout the country, dur- 
ing the month of May, the National Association for 
Mental Health and its 500 affiliates, in cooperation 
with the National Institute for Mental Health, are 
conducting a drive to arouse public interest in the 
fight against mental illness. Every physician has an 
important role to play in these observations. As a 
scientist and physician he can help to educate the 
public with regard to mental illness. As a citizen in 
his community he can work with the local mental 
health association to help heighten public awareness 
so that the task of combating mental illness will not 
be left to the medical profession alone, but rather to 
all the people of the Unied States. 


REGISTRATION UNDER THE HARRISON 
NARCOTIC ACT 


Physicians who are registered under the Harrison 
Narcotic Act or under the Marihuana Tax Act must 
effect reregistration on or before July 1 to avoid pen- 
alty. Each year, despite the annual warnings in Tue 
JournaL, this requirement is overlooked by some 
physicians, and unpleasant consequences follow. Fail- 
ure to register adds a penalty of up to 25% to the tax 
payable and, in addition, subjects the physician who 
continues to dispense to the possibility of a fine not 
exceeding $2,000 or imprisonment for a maximum of 
five years, or both. The Commissioner of Internal 
Revenue has in past years given some tardy registrants 
the choice of paying sums by way of compromise, a 
procedure authorized by law, or accepting criminal 
prosecution. If this procedure does not produce the 
required promptness in reregistration, the commission- 
er will have no choice but to institute criminal prose- 
cution. 

This requirement for registration and reregistration 
does not apply to the physician who does not intend 
to prescribe or use narcotics in his practice or to 
possess narcotics. 
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OLD-AGE AND SURVIVORS INSURANCE 
DISABILITY PROGRAM 


The Committee on Medical Rating of Physical Im- 
pairment of the Board of Trustees has been assigned 
as one of its tasks the review and study of develop- 
ments under the disability program administered by 
the Bureau of Old-Age and Survivors Insurance. The 
information in the following pages relating to various 
aspects of this program has been obtained from re- 
viewing the present law and statements of administra- 
tive policy and procedure issued by the Bureau of 
Old-Age and Survivors Insurance as well as from con- 
ferences with representatives of the bureau's staff and 
with members of its medical advisory committee—Ep. 


Introduction 


The primary purpose of this report by the Board of 
Trustees Committee on Medical Rating of Physical 
Impairment is to inform the medical profession on cer- 
tain aspects of the disability provisions in the Old-Age 
and Survivors Insurance (OASI) section of the Social 
Security Act. Although the American Medical Asso- 
ciation has consistently opposed amendments to the 
Social Security Act leading to such a program for the 
disabled, the proposal is now law. Most physicians 
will be requested by patients from time to time to sub- 
mit medical reports to the Bureau of Old-Age and 
Survivors Insurance (BOASI). It is, therefore, desir- 
able for all physicians to be familiar with the informa- 
tion contained in this report and especially with the 
following points: 

1. The role of the physician in this program is to 
assist the patient-applicant in providing the adminis- 
trative agency with a written report of clinical findings 
and medical facts on the basis of which the administra- 
tive agency will determine whether the applicant's 
condition medically qualifies him as disabled under 
the program. 

2. “Disability” is defined under this program as in- 
ability “to engage in any substantial gainful activity 
by reason of any medically determinable physical or 
mental impairment which can be expected to result 
in death or to be of long-continued and _ indefinite 
duration.” From this definition it may readily be seen 
that “disability” is not solely a medical question. 

3. Determinations of disability involve consideration 
of both medical and nonmedical factors. Such deter- 
minations are the sole responsibility of the administra- 
tive agency. Attending or examining physicians are not 
expected by law or administrative regulation to express 
their opinions as to whether an applicant is or is not 
disabled as defined in the law. 

4, The BOASI establishes general policies and pro- 
cedures under this program, and through its district 
office accepts applications and undertakes preliminary 
case development. State administrative agencies have 


The committee members are James R. McVay, Chairman, 
Kansas City, Mo.; George F. Gsell, Wichita, Kan.; Henry H. 
Kessler, Newark, N. J.; Quentin W. Mack, Boise, Idaho; and 
O. A. Sander, Milwaukee. 
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considerable latitude in implementing the medical 
aspects of the program in accordance with locally 
accepted practices. 

5. Misunderstandings between physicians and appli- 
cants can be avoided if physicians clearly explain their 
role to applicants and the scope and purpose of medi- 
cal reports. The fact should be emphasized that such 
reports represent only one factor in the administrative 
agency's decision as to whether or not an applicant is 
eligible for benefits under the program. Applicants 
should be referred to BOASI district offices for infor- 
mation on such matters as eligibility requirements and 
amount of monthly benefits. The location of these 
offices can be ascertained from any local post office. 


Program Provisions 


1. When are applicants required to submit medical 
evidence under the Old-Age and Survivors Insurance 
program? 

An applicant must furnish medical evidence when 
applying for: 

a. Disability freeze, under which a qualified indi- 
vidual may protect himself and his family against loss 
of future benefits by having his Social Security account 
“frozen.” 

b. Disability insurance benefits, under which a qual- 
ified individual age 50 or over may receive monthly 
payments beginning July, 1957. The amount of the pay- 
ments will be determined as though the applicant had 
reached 65 on the date he became disabled. 

c. Disabled child’s benefits, under which dependent 
sons or daughters of retired or deceased qualified in- 
dividuals, or the mother who has in her care such dis- 
abled son or daughter, may receive monthly payments 
beginning January, 1957. These payments are made in 
cases where disability began before age 18, regardless 
of present age. 

2. When is an individual considered disabled under 
the Old-Age and Survivors Insurance disability pro- 
gram? 

An individual is “disabled” or “under a disability” 
when he is unable to engage in any substantial gainful 
activity by reason of any medically determinable 
physical or mental impairment which can be expected 
to result in death or to be of long-continued and in- 
definite duration. It should be noted that the terms 
“permanent and total” do not appear in the definition 
of disability. So while this program is popularly re- 
ferred to as a “permanent and total” disability pro- 
gram, such reference is not an accurate one. 

3. What constitutes “substantial gainful activity”? 

Services of a substantial nature performed in com- 
petitive employment or self-employment with reason- 
able regularity may be considered to constitute sub- 
stantial gainful activity. However, there is no specific 
dollar measure for determining “substantial gainful ac- 
tivity.” Careful consideration must be given to all the 
facts in each case: the hours worked, the nature of the 
services, the continuity and duration of the period of 
services, etc, 

4. What is meant by a “medically determinable” im- 
pairment? 
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This means that the impairment must be one that 
cai be determined by a physician on the basis of ex- 
am nations or tests. 

5. What is meant by “long-continued and indefinite 
duration”? 

This means that no approximate date of recovery or 
improvement can be predicted with reasonable assur- 
ance. 

6. What is an “impairment”? 

An “impairment” is a physical or mental disease, 
anatomic abnormality or loss, or combination of these. 
An impairment must be so severe as to justify its con- 
sideration as the cause of failure to obtain any sub- 
stantial work. 

7. When is “blindness” considered a disability? 

“Blindness” per se is considered a disability for 
“freeze” purposes only. “Blindness” for this purpose is 
defined in the law as “central visual acuity of 5/200 or 
less in the better eye with the use of a correcting lens. 
An eye in which the visual field is reduced to five 
degrees or less concentric contraction shall be consid- 
ered for the purpose of this paragraph as having a cen- 
tral visual acuity of 5/200 or less.” To be eligible for 
monthly payments even a totally blind person must 
establish that he is unable to engage in any substantial 
gainful activity. However, a person who has a less 
severe visual impairment may also be eligible for the 
freeze or monthly insurance benefits if his impairment 
prevents him from engaging in any substantial gainful 
activity. 

8. When would a claim for disability be denied in 
spite of a severe impairment? 

A finding of disability may not be made when an 
individual can do or is doing substantia] work despite 
the impairment, as where he has special vocational 
skills or experience, or if the impairment is amenable 
to safe and acceptable treatment. 


Requirements for Eligibility 


9. What requirements must an apvlicant meet to be 
eligible under the “freeze” or monthlu payments pro- 
visions of the OASI disability program? 

To qualify for monthly payments, or to have his 
Social Security record frozen, an individual must: 

a. Have Social Security credit for at least 5 years’ 
work in the 10 years before the beginning of his dis- 
ability; and 

b. Have a work record in covered emplovment for 
at least 1% years during the 3 years just before he 
became disabled; and 

c. Have been disabled for 6 months or more at the 
time he files his application; and 

d. Produce medical evidence that he is disabled or 
under a disability as defined in the law. 

10. What requirements must an applicant meet to 
be eligible for monthly payments under the disabled 
child’s provision of the OASI disability program? 

To qualify for monthly payments, an individual 
must; 

a. Have become disabled before reaching 18 years 
of age; and 

b. Be unmarried; and 

c. Be dependent upon a parent, step-parent, or 
adopting parent who is receiving Social Security old- 
age insurance benefits; or 
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d. Have been dependent on a parent who died after 
1939 and after working long enough under Social Se- 
curity to become insured for the payment of survivors’ 
insurance benefits; and 

e. Produce medical evidence that he is disabled or 
under a disability as defined in the law. 

To receive disabled child's insurance benefits, it is 
not necessary for such a person himself to have any 
record of work under Social] Security. An individual 
may also qualify at any age for these benefits provided 
he meets the requirements outlined above. 

11. If an individual is receiving payments for “total 
disability” under a private or another public program, 
will he be considered disabled under the OASI dis- 
ability program? 

Not necessarily. For example, his physical or mental 
impairment may not be serious enough or sufficiently 
prolonged to meet the definition of disability under 
this program. Furthermore, he wil] not necessarily be 
considered disabled because he can no longer do the 
type of work required in his last job or any jobs he has 
held in the past, a characteristic frequently entitling an 
individual to benefits for “total disability” under some 
other programs. 

12. Under what circumstances other than cessation 
of disability may monthly payments, under the OASI 
disability program, be reduced, suspended, or delayed? 

Monthly payments will be reduced by the amount 
of any other cash benefits the disabled individual re- 
ceives under a disability program of another federal 
agency except veterans’ compensation based on serv- 
ice-connected disabilty, or under a state or federal 
workmen’s compensation law. Monthly payments may 
be suspended if the individual refuses without good 
cause to accept rehabilitation services available to him 
under a state plan approved under the Vocational 
Rehabilitation Act. Policies and procedures in deter- 
mining what constitutes “good cause” are being worked 
out by BOASI and state vocational rehabilitation agen- 
cies. The actual determinations in specific cases will 
be made by BOASI. Monthly payments are not pay- 
able for the first six months of disability, even though 
the individual may already be 50 years of age or older 
at the time his disability begins. 

Administration 


13. What agency administers the Old-Age and Sur- 
vivors Insurance disability program? 

The responsible administrative agency is the Bureau 
of Old-Age and Survivors Insurance (BOASI) in the 
Department of Health, Education, and Welfare. How- 
ever, under an agreement between each state and the 
Secretary of the department, an agency in each state 
makes determinations of disability. State agencies are 
reimbursed from federal funds for all necessary ex- 
penses. In those cases not covered by state agreements 
the determinations of disability are made by BOASI. 

14. What State agencies are designated to make de- 
terminations of disability? 

In 43 states the designated agency is the state voca- 
tional rehabilitation agency. In New York, North Caro- 
lina, Washington, Oklahoma, and South Dakota, de- 
terminations of disability are made by the state public 
welfare agencies. In 10 states, arrangements have been 
made for special agencies to make determinations 
where the principal impairment is visual. Each state 


wie 

37 

bi 

al 
y 

. 

li- 

‘Ir 

ye 

1S 

ts 
So 

r 

d 

se 

al 
e 

n $5 

° 

i- 

it 

- 

y 

d 

it 

n 

r 

> 

| 

| 

~ 

$ 

as 


568 ORGANIZATION SECTION 


agency is expected to develop its own relationships 
with the medical profession in reference to medical 
consultants, medical advisory committees, consultative 
examinations, and other medical matters. 

15. What medical aspects of the disability program 
are responsibilities of a state agency? 

A state agency's responsibilities include: 

a. Evaluating the adequacy of medical evidence 
submitted by an applicant; 

b. Obtaining clarification of or additional medical 
evidence from the applicant or other sources; 

c. Authorizing and obtaining additional medical ex- 
amination of the applicant, where necessary to verify 
medical evidence obtained by the applicant; 

d. Determining through the application of pre- 
scribed medical criteria whether the applicant is or is 
not under a disability; 

e. Recommending follow-up medical examinations, 
where indicated; 

f. Reconsidering disability determinations where re- 
quested by BOASI; 

g. Fostering mutual understanding with physicians 
in connection with administration of the program; 

h. Providing sufficient qualified personnel to evalu- 
ate pertinent medical data and other evidence, and to 
make determinations of disability in all cases covered 
by the agency’s agreement with the department. 

16. What administrative phases of the disability pro- 
gram are not responsibilities of the state agency? 

The State agency is not responsible for: 

a. Determining whether the applicant has met the 
requirements of the law other than that he is or is not 
under a disability; 

b. Notifying the applicant of the determination in 
his case; 

c. Explaining the program to applicants; 

d, Conducting hearings on appeals from or defend- 
ing agency determinations of disability. 

17. What aspects of the disability program are re- 
sponsibilities of a BOASI district office located in a 
state? 

The BOASI district office is responsible for: 

a. Explaining the program to applicants and the 
public; 

b. Advising applicants regarding potential eligibility; 

c. Providing applications and other required forms; 

d. Assisting applicants in completing applications 
and obtaining necessary data from a physician, hospi- 
tal, or other source; 

e. Accepting applications and requests for reconsid- 
eration or hearing; 

f. Forwarding case files for determination of dis- 
ability to the appropriate state agency. 

18. What administrative phases of the disability 
program are not responsiblities of the BOASI district 
office? 

The BOASI district office is not responsible for: 

a, Making determinations of disability; 

b. Advising an applicant regarding the nature of his 
disability. 

19. How do applicants file an application under the 
OASI disability program? 

Applicants may obtain and file the necessary forms 
and information at their local BOASI district office. 
It is desirable for them to visit the office in person. 
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However, if they are unable to appear personally, they 
may write or telephone or have someone else do so for 
them. The location of the appropriate office may be ob. 
tained from their local post office. There are more than 
550 such district offices. 

20. What are “determinations of disability”? 

“Determinations of disability” are the decisions that 
an applicant is or is not disabled, including the date of 
onset or cessation of disability. 

21. How and by whom are determinations of disabil. 
ity made in a state agency? 

Determinations of disability are made by “review 
teams” in a state agency. Each review team is com- 
posed of a disability examiner and a review physician. 

The reviewing physician (often a practicing physi- 
cian) is responsible primarily for evaluating the appli- 
cant’s medical evidence and assessing the severity of 
the impairment, or combination of impairments, The 
disability examiner is the monmedical member pro- 
fessionally qualified to assess the work history, occu- 
pational capacity, and other factors in the evaluation 
of a disabled individual's ability or inability to engage 
in substantia] gainful activity. 

The determination of disability is the end-product of 
the application of these professional skills to the facts 
of each specific case and the assessment of the degree 
of physical or mental impairment along with the indi- 
vidual factors of age, education, training, and employ- 
ment experience. All determinations of disability are 
made jointly and are signed by both members of the 
review team. 

In a few large state agencies, the reviewing physi- 
cians may be supervised by a medical consultant, al- 
though in other state agencies the medical consultant 
is also the reviewing physician. A medical consultant's 
primary responsibility is to advise the state agency on 
broad policies relating to medical aspects of the pro- 
gram, recommending acceptable standards and _pro- 
cedures, and establishing liaison with medical and 
related professional groups. Some state agencies have 
district medical consultants in addition to a state med- 
ical consultant. A state agency may have more than 
one medical consultant. 

22. Does the local medical profession participate in 
the selection of medical personnel and the develop- 
ment of medical policies and practices of the state 
agency in connection with the OASI disability pro- 
gram? 

The degree of participation by the medical profes- 
sion depends upon the relationship between the state 
agency and the medical group. The state agency is 
primarily responsible for the development and main- 
tenance of a satisfactory relationship with the medical 
profession at the state level. 

23. After the review team makes a determination of 
disability what happens? 

The file and recommendation of the state review 
team is sent to the division of disability operations, 
BOASI, in Baltimore, for review by medical and ad- 
judicative personnel. The BOASI may reverse the find- 
ing of a state review team that an applicant is disabled. 
The BOASI may not, however, reverse a state finding 
that the applicant is not disabled. However, in the 
latter case, the file may be returned to the state agency 
for reconsideration, after which the state agency may 
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afirm or reverse its original recommendation. This 
does not mean that the state agency must reverse its 
decision, even when referred back for reconsideration 
the state agency can affirm or reverse its original rec- 
omimendation as it sees fit. 

24. How is the applicant notified of the decision on 
his claim? 

He receives a letter from BOASI. When a claim is 
disallowed on the basis of medical evidence, no refer- 
ence is made to the specific content of the medical 
reports contained in the file. 

25. Can an applicant appeal from the decision of 
BOASIP 

Yes. He may file a request with the BOASI district 
office for reconsideration or a hearing before a referee 
of the Social Security Administration. Appeals from a 
decision by a referee may be taken to the U. S. District 
Court. 

26. When and by whom are individuals referred for 
vocational rehabilitation services? 

Generally, the same review team which makes the 
determination of disability also decides whether the 
applicant should be considered for vocational rehabili- 
tation services. The names of any such individuals 
and any information in the file is used by the rehabili- 
tation agency in its investigation and consideration of 
eligibilty for rehabilitation services. 

27. Does BOASI have any control over vocational 
rehabilitation standards of eligibility established or 
services furnished by a state vocational rehabilitation 
agency involving applicants for disability benefits? 

No, these aspects are entirely in the hands of the 
state vocational rehabilitation agencies. 

28. What follow-up is made in reference to rehabili- 
tation? 

None by BOASI; the state vocational rehabilitation 
agency handles the case as it sees fit, reporting to 
BOASI when disposition of the case is made. 

29. Do monthly paymenis under the disability pro- 
gram continue during the rehabilitation period? 

Yes. Moreover, he may continue to receive benefits 
for as long as a year even though working, if his work 
is pursuant to a state plan approved under the Voca- 
tional Rehabilitation Act. 


Medical Evidence 


30. How are BOASI medical policies and practices 
established? 

BOASI medical policies and practices are estab- 
lished by consultation between its medical and lay 
administrators and its medical advisory committee. 
These medical considerations serve as general guides 
for the state agencies when affecting determinations 
of disability. 

31. What is the medical advisory committee and 
when was it appointed? 

In February, 1955, the commissioner of Social Se- 
curity appointed a committee, representative of a wide 
variety of skills in medical practice and public and 
private medical and welfare administration and of 
the major geographical areas of the country, to advise 
him on medical policies involved in administering the 
disability freeze provision of the Social Security Act. 
Subsequently the committee’s duties were enlarged 
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to include all provisions of the OASI disability pro- 
gram. Since its appointment in 1955 the committee 
has met six times. 

32. What are the purposes of the medical advisory 
committee? 

The purposes of the medical advisory committee are: 

a. To provide technical advice and consultation re- 
garding medical aspects of the administration of the 
disability program. 

b. To promote mutual understanding and effective 
working relationships among the Social Security Ad- 
ministration, cooperating state agencies, and phiysi- 
cians generally. 

c. To provide professional guidance in formulating 
medical guides and standards for evaluating disability. 

33. What medical criteria are used by state and 
federal review teams in evaluating specific impair- 
ments and combinations of impairments? 

The Department of Health, Education, and Welfare 
has prepared guides for the review teams in federal 
and state agencies. The guides contain descriptions of 
more than 130 commoner types of conditions that usu- 
ally result in total disability. They contain clinical 
descriptions of these conditions in terms of anatomic 
damage and functional loss that demonstrate great 
severity. The advice and assistance of staff physicians 
of the U. S. Public Health Service and consultation 
and assistance of the medical advisory committee were 
obtained in establishing these guides. They are con- 
stantly under examination in the light of experience 
to insure that they are realistic and reflect advances 
in medical knowledge. These guides have been help- 
ful in identifying cases of clear-cut disability and in 
describing the clinical evidence necessary to establish 
the existence and severity of these conditions. 

34. Are copies of these criteria available to physi- 
cians? 

No. At the present time they are not available. In 
themselves the guides are not wholly representative 
of all the considerations taken into account in making 
a determination of disability. They do not contain 
transmittals issued subsequent to the preparation of 
the guides, understandings resulting from individual 
case discussions, etc. Neither do the guides fully rep- 
resent the weight given to nonmedical factors in ad- 
judication. Regulations are being developed which 
will indicate to the public the basic criteria for eligi- 
bility. 

35. What medical proof of disability is the applicant 
required by law to furnish? 

The pertinent provision of the law states: “An indi- 
vidual shall not be considered to be under a disability 
unless he furnishes such proof of the existence thereof 
as may be required.” The applicant is required to 
obtain, at his own expense, sufficient medical evi- 
dence from which a determination in his case may 
reasonably be made by the review team. Individual 
medical examinations, records, and other data that 
the applicant needs to prove his disability may not 
be paid for from OASI funds. 

36. How do applicants obtain the required medical 
evidence to support their applications? 

In general applicants will ask a physician to com- 
plete a medical report form and mail it to the BOASI 
district office. Other sources may be hospitals, institu- 
tions, places of employment, or public or private agen- 
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cies, where applicants have been treated for their 
disabling conditions. Applicants may be requested 
to obtain medical evidence either by BOASI or by 
the state agency. 

37. What assistance do BOASI district offices pro- 
vide an applicant? 

A primary function of a BOASI district office is to 
advise applicants of their rights and assist them to 
obtain the necessary evidence. The term “case devel- 
opment” refers to this function of the BOASI district 
office. “Development” does not imply that BOASI 
funds have been used to purchase medical evidence. 
When applicants are interviewed, either at a district 
office, an itinerant station, or their homes, possible 
sources of medical evidence are discussed in order to 
determine the source from which the most compre- 
hensive data on the applicant’s condition may be ob- 
tained. Applicants may also be assisted in completing 
a request for a medical report. Where special circum- 
stances indicate, a district office may arrange directly 
with the source to present a report for the applicant. 
Occasionally a BOASI district office will help the 
applicant by copying the medical record or summary 
in possession of a hospital. 

When the BOASI district office knows a physician’s 
preference (personal visit by applicant or report form 
mailed) in the matter, the district office may suggest 
that the applicant follow the physician’s preference. 
When advisable, the district office may also telephone 
a physician to request a report on behalf of the appli- 
cant. 

38. When may an applicant be required by a BOASI 
district office to obtain additional evidence? 

BOASI District Offices may require the applicants 
to furnish additional medical evidence when a report 
is grossly inadequate, as when: 

a. Evidence submitted deals with a condition other 
than the alleged disability; or 

b. In old disability cases, the report does not con- 
tain any information as to onset; or 

c. The medical report contains only a one or two 
word diagnosis; or 

d. When additional evidence is needed which can 
be best secured by the district office through the 
applicant. 

39. Are applicants requested by the BOASI district 
office to obtain medical evidence of disability although 
there may be some question as to whether he meets 
the work requirements? 

Yes. For example, medical evidence is required and 
the case referred for a determination even though 
the applicant does not have a record of at least 1% 
years of work in covered employment in the 3 years 
just before the date on which the applicant alleges 
his disability began. Ordinarily such an applicant 
would not be considered eligible. However, consider- 
ation of all evidence in the file may lead the review 
team to decide that the date on which the applicant 
alleges his disability began is incorrect and the appli- 
cant is, therefore, eligible. 

40. To whom does the term “reporting physician” 
refer? 

A reporting physician is the doctor who submits a 
medical report on the applicant's disability. He is 
usually the applicant’s attending physician but some- 
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times where the disability is of long standing he may 
be a doctor who is not now treating the applicant 
but who has done so in the past. 

41. What is an applicant's principal source of medi- 
cal evidence? 

An applicant sufficiently disabled to qualify under 
this program will probably be receiving medical care, 
or have had a medical examination for his condition. 
Ordinarily, a written report by the reporting physi- 
cian based upon his existing records or a current 
examination of the patient will be sufficient. 

42. What information should a medical report con- 
tain? 

A medical report should be a concise, factual state- 
ment of clinical findings and medical facts by which 
the state agency’s review physician or medical con- 
sultant can confirm such findings and arrive at a 
sound conclusion as to the severity of the impairment, 
thereby determining whether the applicant meets the 
medical qualifications for disability. The pertinent 
history, symptomatology, clinical findings, and diag- 
nosis should be reported in sufficient detail to permit 
another physician to establish, from the report, the 
degree of severity of the applicant’s impairment. Re- 
porting physicians are not asked to express opinions 
as to whether or not the applicant is disabled in terms 
of either the degree of severity of the impairment, or 
work capacity, or employment potential of the appli- 
cant. These determinations are the responsibility of 
the review team, not the reporting physician. 

43. Is the use of official medical report forms man- 
datory? 

No. A basic form is provided. However, physicians 
may use any other form or prepare a narrative state- 
ment, incorporating the necessary information, on 
their personal letterheads. 

44. To whom are medical reports submitted? 

Physicians should mail medical reports to the re- 
questing office (BOASI or state agency). The return 
address will be furnished with the request. 

45. Under what circumstances may a reporting phy- 
sician be asked to supplement or clarify one of his 
reports? 

When a report fails to provide sufficient informa- 
tion to establish the severity of impairment, the re- 
view physician or medical consultant may write or 
call the reporting physician for additional data. Oc- 
casionally the patient himself will receive official 
notice that additional medical evidence is necessary. 

46. If the reporting physician cannot supply the 
supplementary data requested from his existing rec- 
ords, what procedure should be followed? 

If such data cannot be supplied without further 
examination of the applicant, the physician should so 
inform the applicant and discuss with him the neces- 
sary procedures and costs for developing the required 
data. 

47. What happens when an applicant fails to fur- 
nish additional medical evidence or to submit to « 
medical examination as requested by the state agency? 

Thirty days after the last request for additional! 
evidence is made by the state agency, a determination 
will be made on the evidence in the file and the file 
sent to: the division of disability operations, Bureau 
of Old-Age and Survivors Insurance, Baltimore. If an 
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applicant fails to submit to an examination, he is al- 

lowed to explain his failure and a decision is made on 

all the facts in the case. 

1S. To whom is medical evidence available which 
has been provided by the applicant? 

Generally, medical information cannot be disclosed 
to anvone without the consent of both the applicant 
and the source. However, medical evidence is rou- 
tinely made available to state vocational rehabilita- 
tion agencies for rehabilitation purposes. 

49. Is there a specific provision in the law under 
which BOASI or a state agency may authorize the 
payment of OASI funds for medical examination or 
records required of an applicant to initiate and sup- 
port his claim under the OASI disability program? 

No. The basic responsibility for initiating and sup- 
porting his claims rests on the applicant. 

50. By what authority does BOASI or a state agency 
expend OASI funds for medical examinations or rec- 
ords? 

Authorization for medical consultation is derived 
from the statutory authority granted the Secretary (1) 
to adopt reasonable rules and regulations to provide 
for the nature and extent of proofs and evidence, and 
the methods of taking and furnishing the same to 
establish benefit rights; and (2) to hold such hear- 
ings and conduct such investigations and other pro- 
cedures as he may deem necessary and proper for 
‘he administration of the act. 

Similar statutory provisions have for many years 
been construed to authorize the use of government 
funds for the purchase of evidence, including medical 
evidence. 

51. Under what circumstances may OASI funds be 
expended for medical examinations? 

OASI funds may be expended for medical examina- 
tions when the applicant has submitted sufficient evi- 
dence to show there is a reasonable likelihood that the 
impairment meets the disability requirements and 
vet there is still some question whether a sound de- 
cision can be made. In such case, a medical (con- 
sultative) examination, at government expense, may 
be authorized by the state or federal review physician 
in order to insure that an improper award will not be 
made. 

52. What is the purpose of a consultative examina- 
tion? 

Consultative examinations are authorized for the 
purpose of 

a. Verifving the medical proof of disability that an 
applicant has submitted; or 

b. Providing additional medical details needed to 
confirm the diagnosis or establish the severity of the 
applicant’s present condition, including measurement 
of the extent of his remaining functional capacities 
or the potential remediability of the condition. 

53. Who determines the type and scope of a con- 
sultative examination? 

The state review physician makes these decisions 
in light of the particular circumstances of the case. 
A consultative examination may vary from a simple 
laboratory test to a complete medical examination, in- 
cluding work evaluation and complete diagnostic 
services, 
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54. By whom are consultative examinations per- 
formed? 

These examinations are performed by consulting 
physicians selected by the state review physician. The 
degree of participation by the applicant’: physician 
in the referral of his patient to a consulting physician 
depends upon the policy of the state agency. In select- 
ing consulting physicians, the review physician is ex- 
pected to conform to the customary practice of the 
state agency or follow the procedures he believes 
most suitable to the local conditions consistent with 
the maintenance of good doctor-patient relationship. 

55. What medical information from the applicant's 
file is made available to a consulting physician? 

Any information necessary to an effective examina- 
tion can be furnished to the consulting physician. 

56. What expenses other than professional fees are 
payable from OASI funds in connection with con- 
sultative examination? 

When the physical condition of the applicant war- 
rants, transportation costs and other directly related 
and necessary expenses may be paid. Travel expenses 
of the consulting physician may also be paid when 
the applicant is unable to come to the physician's of- 
fice. Hospitalization of the applicant for observation 
and tests, but not for treatment, may also be provided. 
Any expenditure must be authorized in advance by 
the state agency. 

57. To whom is medical evidence available which 
has been obtained at government expense? 

Such information may be made available to the 
applicant’s attending physician upon the request of 
the applicant and the consent of the consulting phy- 
sician. 

58. Is it an administrative policy at the federal or 
state level that the consulting physician be mutually 
acceptable to both the applicant's attending or exam- 
ining physician and the review physician? 

No. The basic policies are (1) noninterference in 
doctor-patient relationships and (2) conformance to 
existing state agency practices and p-ocedures con- 
sistent with local conditions. State agency practices 
vary. Many of them consider acceptability to attend- 
ing physician when selecting a consulting physician. 

59. Are there any statutory provisions which pre- 
vent either the federal or state agency from adopting 
such a policy? 

No. 

60. Can the federal or state agency pay the appli- 
cant’s attending or examining physician for profes- 
sional services in developing additional medical details 
needed to confirm the diagnosis or to establish the 
severity of impairment, after the applicant has sub- 
mitted, at his own expense, sufficient evidence to show 
there is a reasonable likelihood that the impairment 
meets the disability requirements? 

Yes. The state agency has the responsibility for 
deciding what evidence is needed and the best source 
of the evidence. There is no prohibition on the use 
of the attending physician in a consultative capacity; 
however, in many cases, an examination by an inde- 
pendent medical source is considered preferable by 
the state agency. 
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VA MEDICAL CARE PROGRAM 


In the Oct. 27, 1956, issue, THE JourNat printed the 
text of an address presented by Louis M. Orr, M.D.., 
Chairman of the Committee on Federal Medical Serv- 
ices of the Council on Medical Service, entitled “To 
Socialized Medicine and Socialism by Way of the 
Veterans Administration.” This address has since 
been published in pamphlet form under the_ title 
“The Trojan Horse” and may be obtained from the 
Public Relations Department of the A. M. A. 

THE JourNAL has received a letter from Robert A. 
Bell, M.D., medical consultant, National Rehabilitation 
Service, Veterans of Foreign Wars of the United States, 
disagreeing with both the policy and the philosophy of 
Dr. Orr's statement and with certain statistical ma- 
terial quoted in the address. 

Since Dr. Bell takes issue with policies of the Ameri- 
can Medical Association referred to the Committee on 
Federal Medical Services for action, his letter was 
forwarded to that committee for comment. Dr. Bell's 
letter and a reply prepared by Dr. Orr follow.—Ep. 


To the Editor:—This pertains to a manuscript which 
was presented before the annual meeting of the 
Louisiana State Medical Association, April, 1956, by 
Louis M. Orr, M.D., and reprinted in THE JouRNAL 
( 162:860-865 [Oct. 27] 1956). The theme of that manu- 
script appears to have been impending socialized medi- 
cine and socialism through federally financed and 
controlled medical care of veterans with non-service- 
connected disability, in the VA hospital and medical 
system. 

I would not take issue with the right of any individ- 
ual to express his viewpoint on the question under 
consideration but do plead for clarity, facts, and 
avoidance of bias in discussion of the problem. Dr. 
Orr was correct in stating that the American people 
must decide what is to be the future course of the VA 
hospital and medical care program, but there is reason 
to question the correctness of his implications that such 
decision has not and is not being made, that it must 
be made soon or it will be too late, and that if the 
program is not reversed we will eventually reach so- 
cialized medicine by default. 

The hospitalization of veterans for non-service-con- 
nected disability is effected in accordance with public 
policy. The governing statutes are enacted by the 
elected representatives in the Congress and approved 
by the President. Those who enact these laws are 
elected by qualified voters. We can only assume that 
the present program represents the consensus of cur- 
rent public opinion. The public, however, has not 
permitted or authorized an unrestricted hospitalization 
program. 

The basic eligibility for treatment in VA hospitals 
for non-service-connected disabilities is now limited 
to some veterans of wartime service. Veterans of peace- 
time service must have been discharged from military 
service for disability incurred in service or must be in 
receipt of compensation for service-connected dis- 
ability. Further, in the case of a veteran who has 
basic eligibility for wartime service, but was not dis- 
charged for disability and has no service-connected 
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condition, there is the added requirement of a state. 
ment, under oath, of inability to pay the prospective 
cost of such treatment. 

The war veteran (one who has had at least 90 cays 
of continuous service, some of which was during a 
war period, from which he received a discharge other 
than under dishonorable conditions) who was not 
discharged from military service for disability and 
who has no disability adjudged by the VA to have 
been incurred in service or aggravated thereby, has 
no eligibility unless he certifies under oath that he js 
unable to pay for his prospective hospitalization and 
then, on a bed available basis. To state these eligibility 
requirements in another way, a veteran is not eligible 
for VA hospitalization for non-service-connected dis- 
ability merely because he is a veteran. The peacetime 
veteran has no eligibility unless he either was dis- 
charged from the armed forces for disability incurred 
or aggravated in service or is in receipt of compensa- 
tion for such disability. The war veteran who was not 
discharged from military service for disability incurred 
in service, or aggravated thereby, and is not in receipt 
of compensation, has no eligibility unless he served 
more than 90 days, had a discharge other than dis- 
honorable, and certifies under oath that he is unable 
to pay for his prospective hospitalization—and then, on 
a bed available basis, and subject to medical determi- 
nation of need for such medical care. 

Jt would seem that VA hospitalization for non- 
service-connected disability constitutes a public assist- 
ance program only for those disabled as a result of 
service, and for those war veterans who cannot afford, 
at the moment, the prospective cost of their hospital- 
ization. This program hardly seems to have drifted 
from its original humanitarian purpose. It is a part of 
the over-all pattern of benefits, including compensa- 
tion, pension, and readjustment aids, largely for war 
veterans, which has been established for the assistance 
and relief of eligible veterans as a measure of the 
government's obligation and therefore at the expense 
of the government. This program was instituted in 
1924 by President Coolidge—an individual who would 
hardly be accused of having favored socialistic meas- 
ures. In fact, the original program was far more liberal 
than is the restricted program currently in effect. The 
act of June 7, 1924 [Sub-Section 202 (10), Title II, 
Public, No. 242, 68th Congress] authorized, within the 
limits of existing government facilities, hospitalization 
for veterans of any war, military occupation, or mili- 
tary expedition since 1897, not dishonorably dis- 
charged, without regard to the nature or origin of 
their disabilities. The basic policy presently in effect 
was drafted into law (Section 6, Public, No. 2, 73rd 
Congress, approved March 20, 1933) in the depth of 
an unprecedented depression and it has not been 
changed materially since that time. 

The hospitalization of a veteran for non-service- 
connected disability is contingent upon the availability 
of beds, and this is governed by, among other things, 
hospitals in being and by appropriated funds, The 
latter factor is reviewed periodically by the executive 
and the legislative branches of the government. Since 
1948, when the Federal Board of Hospitalization was 
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abolished, the Bureau of the Budget has consistently 

reviewed and coordinated the hospital, convalescent, 

and domiciliary programs developed and operated by 

the departments and agencies of the federal govern- 

ment. Therefore, it is hardly correct to contend that 

the program has not been mandated by the American 
ple. 

It should be apparent from the foregoing that the 
total number of veterans is not synonymous with the 
number of veterans eligible for hospitalization in the 
VA hospitalization program and that even war veter- 
ans are not unconditionally eligible for such care. It 
should further be recognized that a high percentage 
of war veterans, because of income status and the 
‘inability to pay” oath requirement, will be unable to 
obtain these hospitalization benefits. 

As of Nov. 30, 1954, the VA hospital patient load 
included 53.5% who were receiving treatment for non- 
service-connected disabilities. These patients, in addi- 
tion to meeting other requirements, had signed an 
affidavit of inability to defray the cost of hospitaliza- 
tion. Of this group, a number equal to 32.8% of the 
entire patient load was comprised of patients under 
treatment for “chronic” disabilities, such as tubercu- 
losis, psychosis, or other conditions which had kept 
them in a hospital for at least 90 days. The remaining 
20.7% of the entire patient load was being treated for 
non-service-connected disability which was categor- 
ized as “nonchronic,” and almost half of these (9.4% 
of all VA patients) were in receipt of or had formally 
applied for a VA pension for non-service-connected 
disability. To receive, or be eligible for, such pension 
carries a double connotation of medical indigency: 
1. The veteran must have a condition which is perma- 
nently and totally disabling and which interferes with 
the earning of a livelihood. 2. The veteran cannot have 
an income of more than $1,400 if single, or in excess 
of $2,700 if with dependents. More than one-half of 
this group of veterans were hospitalized for cardio- 
vascular disease, cancer, neurological disease, or arthri- 
tis; and it appeared likely that the majority would 
require prolonged or repeated hospitalization. Another 
1.2% of the total VA patient load had filed claims for 
a service-connected disability. This left 10.1% of the 
total hospital load who were being treated for a non- 
service-connected condition and who were under treat- 
ment for less than 90 days. The VA experience indi- 
cates that about one-fifth of them would actually be 
patients who presented “chronic” illness. The chronic 
nature of the VA patient load was reflected in some 
measure by the fact that 64.6% of the patients in VA 
hospitals on Nov. 30, 1954, had already been on the 
hospital rolls more than 90 days, and 49% had been 
hospitalized for more than one year. It is also signifi- 
cant to note that the President’s Commission on Vet- 
erans Pensions found (April, 1956) that almost 30% 
of the present pensioners have no income other than 
their veteran’s pension and that less than 2% have in- 
comes which come close to the present annual income 
limitations of $1,400 and $2,700. 

In light of the foregoing, one might reasonably ques- 
tion the intent and perspective reflected in the A. M. A. 
official policy statement, quoted in the manuscript in 
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question, regarding “whether the federal government 
should continue to engage in a gigantic medical care 
program in competition with private medical institu- 
tions”; and the further statement, “whether the ever 
increasing cost of such a program is a proper burden 
to impose on the taxpayers of the country”; and the 
further statement that “preferential treatment for vet- 
erans with these non-service-connected disabilities 
cannot be continued indefinitely, in view of its detri- 
mental effect on the health and the economy of the 
entire nation.” 

The “competition” is hardly financial where the pa- 
tient cannot afford the care; and, if the hospital care is 
conceded to be a necessity—and no one seems to con- 
tend otherwise—then funds must be forthcoming from 
either charitable, local, or federal sources; and, it is 
difficult to perceive how this program can be detri- 
mental to the health of the nation; and, certainly the 
program requires a smaller percentage of the total 
national income than was the case 20 and 30 years ago. 

Aside from these considerations, the basic law pro- 
vides that the statement under oath of the applicant 
who is otherwise eligible shall be accepted as evidence 
of inability to defray necessary expenses of hospitaliza- 
tion. The General Accounting Office has investigated 
the application in practice of this “inability to pay” 
statement, and its first report, dated March 11, 1953, 
was interpreted as indicating a possible abuse of the 
“unable to pay” hospitalization entitlement. The VA 
then issued, on Nov. 4, 1953, Circular 11 placing in 
effect an addendum to VA form 10-P-10, requiring 
veterans to answer, when executing affidavits of in- 
ability to pay, questions about income and net worth. 
The purpose of this addendum was to focus the vet- 
eran’s attention upon the propriety of his making an 
affidavit of inability to pay. 

The General Accounting Office, in February, 1956, 
submitted a further report, in response to a request 
from the House Committee on Veterans Affairs, on the 
financial status of veterans hospitalized for non-service- 
connected disabilities. This report covered an investi- 
gation of 25,500 persons hospitalized for non-service- 
connected disability in general medical and surgical 
hospitals, and indicated that 217 of these persons had 
annual incomes of $3,500 or more (of which 186 had 
dependents, 44 were hospitalized for more than 30 
days, and 87 carried medical insurance coverage ). 
Chairman Olin Teague of the House Veterans Affairs 
Committee noted the alleged abuse of the VA hospital 
program by a small percentage of veterans who falsely 
state inability to pay for hospitalization, and the Vet- 
erans of Foreign Wars has approved efforts to correct 
such abuses. 

The VA hospitalization program is intended for the 
care of those with service-connected disabilities and 
for war veterans with non-service-connected disabili- 
ties who are unable to pay for such care. The modern- 
ization of this program and its development as we 
know it today have come about only in connection 
with and as an outgrowth of the development of great 
hospital centers in our contemporary society. This has 
followed the advances in medical knowledge and the 
pattern of extension of general benefits to all of the 
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population over the years. Other than these considera- 
tions, the VA hospital program has not changed mate- 
rially in 30 years. In fact, it has become more difficult 
to obtain hospitalization for non-service-connected dis- 
ability because of tautened administrative practices 
and because the proportion of beds to eligible veteran 
population has greatly decreased. 

The factor that has changed is the large increase in 
number of war veterans due to three great wars within 
the span of almost one generation. Nevertheless, the 
numbers of veterans who can qualify for VA hospital- 
ization benefits has not increased proportionally be- 
cause of the limitations on income eligibility and the 
over-all increase in per capita income in this country. 
It is difficult to perceive of how anyone can read into 
this program a trend to socialism. It is in fact nothing 
more than an extension to the federal level of benefits 
for a group to whom the nation as a whole owes a 
debt, on a basis not materially different from that ac- 
corded at the state or local level, to citizens who qual- 
ify under laws of compensation or need. In compensa- 
tion cases, it is, at the federal level, analogous to the 
hospitals of private industry, of the individual states, 
and of the municipalities where used for similar pur- 
pose; and, in non-service-connected cases, it is analo- 
gous to the use of hospitals of states, municipalities, 
and charitable institutions for those unable to pay for 
services received. 

To my knowledge no major veterans’ organization 
has ever recommended that VA hospitalization bene- 
fits be extended to dependents of veterans, to farmers, 
to industrial workers, or any groups other than vet- 
erans of war in need, or veterans with service-con- 
nected disabilities. No major veterans’ organization 
has ever supported socialism in any form, and these 
organizations have, on the contrary, been opposed to 
it. The Veterans of Foreign Wars at its 57th National 
Encampment at Dallas, Texas, Aug. 12-17, 1956, re- 
solved, that “we resist without compromise all socialis- 
tic schemes at home.” 

It would appear that in our society as we know it 
today there is no question but that citizens in need 
thereof should be accorded hospital benefits, at the ex- 
pense of others where required. The proper general 
approach to making such benefits available to all citi- 
zens without cost to others is to promote those meas- 
ures which provide an adequate income for all persons. 
Great progress has been made in this direction in 
recent decades. Until this goal is reached, however, 
there will be needy individuals who will require 
public assistance in their hour of need. The federal 
government, for reasons which need not be elabo- 
rated here, but which surely have not been intended 
to lead to socialism, is engaged heavily in according 
such assistance to all citizens, as in the federal support 
for local hospital construction, for medical schoo] sup- 
port, for residency training of physicians, for public 
health service programs, and for medical research, to 
mention a few. 

There are good reasons why needy war veterans 
should continue to look to the federal government for 
non-service-connected hospitalization benefits. These 
men have served their fellow men in time of war above 
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and beyond the ordinary call of citizenship. They haye 
given of their health, their resources, and their time 
when other citizens have not so served; and economi 
resources have never been drafted. The war veteran; 
have offered their maximum gift at a time when the 
country was endangered, and under this program they 
are only being accorded limited health benefits in their 
hour of individual need. This is in accord with the 
traditional American concept, dating back to the days 
of the Pilgrim Fathers, that those who have rendered 
special service to their country are entitled to special 
consideration. The citizens who served in World War 
II and the Korean war did so with the understanding 
that the type of limited hospital benefit in question 
constituted a part of the over-all pattern of benefits 
which were established for the aid and relief of eligible 
veterans as a measure of the government's obligation 
and therefore at the public expense. 

Finally, it perhaps is not amiss to consider the moral 
and psychological implications for the future of any 
severe curtailment or restriction of this program. In 
these days of tremendous social unrest, when great 
efforts are being expended to influence men’s minds 
and win their allegiance, it would seem the height of 
folly to endanger a restricted but humane policy and 
program which so fully expresses the goodness, the 
humanity, and the moral leadership of this great coun- 
try. If we are to expect our citizens of the future to 
give of their lives, if necessary, to protect that which 
we hold dear, then we must leave them a heritage of 
fairness, humanity, and recognition for special service 
unstintingly rendered. 

Rosert A. Bett, M.D. 
Medical Consultant 
Veterans of Foreign Wars 
610 Wire Bldg. 
Washington 5, D.C. 


ANSWER TO LETTER FROM ROBERT A. BELL, M.D.., 
VETERANS OF FOREIGN WARS 


Basically, Dr. Bell argues (1) that the present Vet- 
terans Administration hospitalization program has a 
mandate from the people; (2) that this program is 
still fulfilling its original purpose; (3) that eligibility 
of veterans for non-service-connected care is strictly 
limited by law and VA regulations; (4) that the VA’s 
non-service-connected load is primarily chronic in 
nature and therefore a legitimate federal responsi- 
bility; (5) that the VA hospital system does not 
compete with private medical institutions; (6) that 
the care of veterans with non-service-connected dis- 
abilities is a legitimate federal duty; (7) that the VA 
hospitalization program cannot justifiably be charged 
with tending toward or indicating a trend toward 
socialism. 

In each of these points, Dr. Bell is in disagreement 
with the statements in the address; each will be con- 
sidered individually below: 

1. Popular Mandate.—Dr. Bell's argument that the 
present program has a popular mandate appears to be 
based solely on the fact that it is legal. Congress 
passed the enabling acts and has, year after year, ap- 
propriated money for the program; the Bureau of the 
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Budget reviews the program consistently; these agen- 
cies are the agents of the people—therefore, “the pres- 
ent program represents the consensus of current 
public opinion.” 

Answer: A program does not have “public support” 
merely because it lacks concerted public opposition. 
That continued existence of a federal program proves 
popular consent is an essentially naive position. With 
the vast amount of legislation considered by Congress 
each year, the average citizen becomes aware only of 
those programs given intensive national publicity. But, 
as stated, “the facts and philosophy behind the VA 
program have never been brought clearly to the 
attention of the American people.” 

The President’s Commission on Veterans’ Pensions 
(Bradley commission) spent a full year in intensive 
study of nonmedical veterans’ benefits and concluded: 

“Our present structure of veterans’ programs is not 
a ‘system.’ It is an accretion of laws based largely on 
precedents built up over 150 years of piecemeal de- 
velopment. The public at large has taken little interest 
and the laws have been enacted in response to minor- 
ity pressure. . . . There is, at present, no clear national 
philosophy of veterans’ benefits.” 

2. Original Purpose.—Dr. Bell believes the VA has 
not wavered from the original purpose of the veterans’ 
hospitalization program; the program “is intended for 
the care of those with service-connected disabilities 
and for war veterans with non-service-connected dis- 
abilities who are unable to pay for such care.” In 
evidence, he gives the legislative history of veterans’ 
care, beginning with the World War Veterans Act 
of 1924. 

Answer: In 1917, when medical care for veterans at 
federal expense was first authorized, it was for service- 
connected disabilities only. In 1923, due to the large 
number of vacant beds in federal hospitals, non- 
service-connected neuropsychiatric and tuberculosis 
care was authorized for veterans of the Spanish- 
American War, the Phillipine Insurrection, and the 
Boxer Rebellion. In 1924, non-service-connected care 
was authorized for veterans of any war since 1897, 
regardless of ability to pay—still because of empty 
beds. (This is the point at which Dr. Bell’s historical 
note begins. ) 

In 1926, the 1897 limitation was eliminated, but, 
in 1933, non-service-connected care was limited to 
veterans with tuberculosis, neuropsychiatric cases, or 
permanent disabilities. In 1934, the present eligibility 
standards were established, under which the main 
limitations are available facilities and the veteran’s 
inability to pay. 

These six legislative steps, from 1917 on, were 
itemized in the talk; they are repeated to show that 
veterans’ hospitalization was originally provided for 
service-connected ailments only. Non-service-con- 
nected care was added later, not as a basic purpose of 
the program, but as a supplementary benefit, intended 
primarily to utilize vacant beds. 

In 1949, Col. George Ijams stated in testimony be- 
fore a Senate committee that President Coolidge only 
approved treatment of non-service-connected cases by 
the (then) Veterans’ Bureau hospitals when persuaded 
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it would be cheaper than treating them outside the 
federal hospital system. In July, 1953, Mrs. Edith 
Nourse Rogers, Chairman of the House Committee on 
Veterans Affairs, presented at a subcommittee hearing 
a history of non-service-connected care which indicated 
that President Coolidge’s primary interests in veterans’ 
care were (1) treatment of service-connected cases 
and (2) utilization of the 9,500 federal beds vacant 
in 1924. 

The Veterans Administration itself appears to be 
uncertain as to the program’s present purpose. Early in 
1957, Administrator Harvey Higley, testifying before 
the House Committee on Veterans Affairs, asked Con- 
gress whether new beds should be built for service- 
connected treatment only and what the VA _ policy 
should be regarding new construction for non-service- 
connected care—questions which are certainly not 
justified by the law itself. 

The history of veterans’ hospitalization makes clear 
that the original purpose was to provide care for 
service-connected disabilities. Care for non-service- 
connected ailments is one of the Bradley commission's 
“accretions,” a byproduct resulting from the desire not 
to let beds go empty. But, if the public is not informed 
as to the true facts, past construction for non-service- 
connected needs will become a precedent for future 
construction, and the program may expand on an 
“open-end” basis, with no limit in sight except the total 
number of veterans in the population. 

3. Limitations on Eligibility.—Dr. Bell disputes the 
statement (1955 Hoover commission report) that the 
Veterans Administration medical care program has a 
potential of 21 million beneficiaries; the limitations on 
non-service-connected care make this figure an exag- 
geration (no alternate estimate offered ). 

Answer: Five factors affect the provision of non- 
service-connected care. The applicant must have a 
condition requiring hospitalization, wartime service 
(not 90 days minimum, as Dr. Bell states, but any 
wartime service), and a discharge other than dis- 
honorable; he must be unable to defray medical and/or 
hospital expenses, and there must be a bed available in 
some VA facility, not necessarily in his state of resi- 
dence (in 1954, 15% of VA patients discharged were 
hospitalized outside their own states ). 

Veterans may possibly be prevented by the first 
limitation from obtaining VA care for some minor ail- 
ments, but it does not limit the potential number of 
beneficiaries; any veteran can, at some time in the 
future, contract a hospitalizable illness. At the be- 
ginning of this year, over 22,500,000 of the nation’s 
22,600.000 veterans had wartime service. We do not 
have figures on the total number of veterans with dis- 
honorable discharges, but less than 1.5% of the nearly 
200,000 pension and compensation applicants in 1955 
were rejected for this reason. It seems obvious that 
these three “limitations” do not significantly reduce 
the potential patient load. 

Bed availability limits the amount of care which can 
be provided, not the number of veterans eligible for 
care—and the number of VA beds has been constantly 
expanding. In 1940, there were almost 60,000 operating 
VA beds; in 1955, there were twice as many operating 
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beds and 127,605 constructed beds. Yet, according to 
the VA’s own census (Nov. 30, 1954), only 42,456 VA 
patients were then being treated for service-connected 
disabilities—less than the total beds 17 years ago. 
Since 1940, the VA has made 60,000 new beds “avail- 
able” for non-service-connected care. 

Obviously, when the number of eligible veterans 
increased, the number of VA _ beds followed suit, 
especially since our laws set no limit on VA hospital 
expansion. In 1957 (as previously noted) the VA 
brought before Congress the question of further ex- 
pansion. 

Ability to pay, therefore, becomes the significant 
factor in deciding the potential patient load. But here 
the VA is not allowed, by its interpretation of the law, 
to determine eligibility; the veteran is his own judge. 
Dr. Bell says “a high percentage of war veterans, be- 
cause of income status and’the ‘inability to pay’ oath 
requirement will be unable to obtain these hospitaliza- 
tion benefits.” Income status is no barrier to entitle- 
ment, since there is no income level or, indeed, any 
objective standard by which it can be decided whether 
a veteran is able to pay. The VA itself says that even 
the statement of assets and liabilities “may be used in 
no way whatever to deny hospitalization to a veteran.” 
The statement of inability to pay is considered suff- 
cient, and even overriding, evidence by the VA. 

How much meaning can this oath have, even to the 
honest veteran? The majority of patients sign it when 
applying for care—before diagnosis and treatment and 
before knowing how long they will be hospitalized. 
They have no idea how much care will be needed, 
and certainly no idea of its cost or that of comparable 
private treatment. A veteran in the middle-income 
group, with a family dependent on him, might (with- 
out any conscious dishonesty) decide he could not 
afford to pay for care which a non-veteran in similar 
circumstances would scrimp and save for or provide 
through voluntary health insurance—merely because 
the veteran has been convinced by years of speech- 
making that he has “earned” lifetime special care. 

However you look at it, the “inability to pay” state- 
ment is an amorphous standard which, whatever else 
it does, does not automatically eliminate a “high 
percentage” of veterans. Because it is a purely sub- 
jective gauge and because the veteran’s judgment 
is based on inadequate knowledge of costs and of what 
he is really entitled to, almost any wartime veteran 
can convince himself he cannot afford private hospital 
care. 

I submit that the estimate of 21 million potential 
beneficiaries is quite valid. Certainly the VA has 
not enough beds to hospitalize all 21 million simul- 
taneously; neither does the United States have enough 
beds to hospitalize its 165 million, but we do not deny 
that any citizen is a potential hospital patient. 

Dr. Middleton, chief of the VA’s department of 
medicine and surgery, speaking before a subcommittee 
of the House of Representatives at the appropriations 
hearings on the fiscal year 1958 budget, said: “We 
are confronted with the responsibility for the medical 
care, or possible medical care, of some 22 million 
veterans.” The VA apparently accepts this as a valid 
estimate. 
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As the veterans grow older and chronic diseases 
become more prevalent, more and more veterans will 
decide they cannot afford private care and more 
veterans will become actually eligible, by signing the 
oath. Increased demand will lead to pressure for con. 
struction of more beds to accommodate these non. 
service-connected cases; this is the past history of the 
VA and it will be the future history, unless we act now. 

4. Chronicity of VA Load.—Dr. Bell quotes the VA 
figures, which emphasize the “chronic” nature of the 
illnesses treated in VA hospitals; he seems to feel that, 
since so many veterans’ disabilities are chronic (if we 
accept these figures), they are a legitimate federal 
responsibility. 

Answer: The VA says “64.6 percent of the patients in 
Veterans Administration hospitals on November 30, 
1954, had already been on the hospital rolls more than 
90 days, and 49 percent had been hospitalized more 
than one year.” Almost two-thirds of the daily patient 
load is, in other words, “chronic.” But only 32.8% of 
the patient load consists of “chronic” patients with 
non-service-connected conditions, the remaining 31.8% 
is a segment of the 38% treated for service-connected 
disabilities, 7.9% with service-connected disabilities 
but treated for non-service-connected ailments,’ and 
the 0.6% who were non-veterans, a total of 46.5% of 
the load. Almost half the “chronic” cases have service- 
connected disabilities. 

Despite the emphasis on chronic cases in VA reports 
(the VA definition of “chronic” is discussed in a later 
section), roughly four patients of the VA with non- 
service-connected conditions are “nonchronic” to every 
six “chronic.” But does chronicity, in itself, entitle a 
patient to federal aid? 

The medical profession has never adopted the view 
that “chronic” patients should be federal wards. In 
1953, concerning the temporary exception to its policy 
on veterans’ care made for neuropsychiatric and tu- 
berculous disabilities, the A. M. A. said, “The entire 
question of whether the care of these patients is a 
local or a federal responsibility must be reanalyzed by 
Congress . . . (C)ommunity facilities must be de- 
veloped under state or local administration for the 
benefit of all.” 

In November, 1956, the A. M. A. advised the medi- 
cal profession: “While the present law exists, we 
should help assure that veterans whose illness con- 
stitutes economic disaster will not be displaced by 
those suffering short-term remediable ills that, at the 
worst, constitute financial inconvenience.” 

Here again exception is made in recognition of exist- 
ing laws, not in principle. The patient with a chronic 
condition is, admittedly, less likely to be able to pay 
than is the patient with short-term illness; but this 
probable inability to pay does not constitute an auto- 
matic lien on the federal government. The question 
still remains: “What is the proper source of care for 
the indigent patient?” Our answer still remains, “His 
own community.” 

In connection with chronic illness, it should be noted 
that the average age of the veteran patient is increas- 
ing. In 1955, 15.8% of our veterans were 55 or over, 
and, by 1970, we will have over 2 million veterans aged 
65 or more. As the veteran ages, chronic illness be- 
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comes more likely and he is more likely to be unable 
to pay. Is it not odd, therefore, that chronic disease 
accounts for a smaller part of the non-service-con- 
nected than of the service-connected load? Might this 
not indicate that VA patients with non-service-con- 
nected conditions are admitted more on a basis of 
medical interest than of financial need? 

5. Competition with Private Institutions.—This dis- 
parity between the increasing age of the veteran 
population and the diagnoses prevalent among VA 
patients with non-service-connected conditions illus- 
trates one area in which the VA is “in competition 
with private medical institutions.” Dr. Bell implies 
that “competition” can only be financial; if these pa- 
tients say they are unable to pay, private medical 
institutions lose no money and, he says, the VA does 
not compete. 

Answer: The American Medical Association does not 
oppose VA non-service-connected care merely because 
some VA patients might be able to afford private care. 
The VA’s competition with private institutions is much 
more basic, and affects the health of the whole nation. 

The nature of this competition was indicated at 
least three times in the address: 

(a) In 1953, the A. M. A. discussion of neuropsy- 
chiatric and tuberculosis care requested congressional 
reanalysis of responsibility for this care, noted that 
“community facilities must be developed under state 
or local administration for the benefit of all,” and 
pointed out the detrimental effect on the nation’s 
health and economy of preferential treatment for vet- 
terans with these diseases. 

(b) In Cincinnati, where the VA was determined to 
open a new, unneeded general medical and surgical 
hospital in an area adequately supplied with general 
medical and surgical beds (VA and non-VA), in spite 
of an acute need and a possibility of staffing for neuro- 
psychiatric beds, the VA plan did not meet veteran 
needs and would aggravate health personnel shortages 
for the entire population of the area. 

(In January, 1957, this hospital, with 39 tuberculosis 
beds, 78 neuropsychiatric, and 346 general medical 
and surgical, reported 40 tuberculosis patients, 70 neu- 
ropsychiatric, and 319 general medical and surgical. 
One-sixth of the tuberculosis load had _ service-con- 
nected conditions, one-third of the neuropsychiatric 
load, and 18 of the 319 general medical and surgical 
patients, less than 6%. ) 

(c) In the summation: “Through the VA program 
we are siphoning off personnel and facilities needed to 
develop adequate health facilities for all the American 
people, including the veterans and their families in 
their home communities.” 

These are the ways in which the VA competes with 
private medicine: as an alternate source of care for 
one-eighth of the population, making less urgent the 
pressure on states and communities to provide ade- 
quately for their own citizens; by creating an artificial 
personnel shortage; and by creating two medical sys- 
tems and two classes of patients and thus interfering 
with the development of better care for all citizens. 
In addition, in its increasing emphasis on the acute 
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non-service-connected case, it competes with non- 
federal postgraduate training programs, which serve 
all citizens, not merely one class. 

The medical profession opposes, not competition for 
the patient's dollar, but competition for the taxpayer's 
dollar—because funds which have gone to the VA for 
treatment of non-service-connected cases and for con- 
struction of new VA facilities in which to treat them 
could and should have been spent at the state and lo- 
cal level for care of all indigent citizens and for ade- 
quate facilities for the whole community. 

Nonetheless, a comprehensive answer to the denial 
of VA financial competition must point out that the 
VA program is, in at least one facet, in direct financial 
competition with private physicians and hospitals. The 
law says that veterans without service-connected dis- 
abilities are eligible only if unable to pay for care, yet 
the VA has consistently admitted and treated veterans 
for disabilities or illnesses covered by workmen's com- 
pensation and health insurance, and has presented 
bills for such treatment, a practice which the A. M. A. 
considers unethical and in direct violation of the stated 
intent of the law. During fiscal year 1955, the VA 
collected almost 4 million dollars from nonfederal 
sources for medical care, most of which was collected 
under hospitalization contracts. 

6. Federal or Local Responsibility —Care should 
certainly be provided for indigent patients, but we do 
not agree with Dr. Bell that it is irrelevant whether 
it be provided at the local or federal level. The 
A. M. A. firmly believes that indigency is a community 
responsibility and that local administration is not only 
proper but also more efficient and more economical, 
as well as more fair to the citizen who is not a veteran, 
but is just as sick and broke as any man who served in 
uniform. 

Within the community, all patients who receive pub- 
licly financed medical and hospital care because of 
indigency should receive equal benefits, according to 
their need. This is possible only when the community 
accepts its full responsibility and all care is adminis- 
tered at the local level, through local physicians and 
hospitals. 

Dr. Bell considers VA care as “nothing more than 
an extension to the federal level of benefits for a group 
to whom the nation as a whole owes a debt, on a basis 
not materially different from that accorded at the state 
or local level, to citizens who qualify under laws of 
compensation or need.” He considers veterans’ com- 
pensation (payment for service-connected disability ) 
“analogous” to workmen’s compensation in private 
industry and “in non-service-connected cases it is 
analogous to the use of hospitals of states, municipali- 
ties, and charitable institutions for those unable to pay 
for services received.” 

Answer: Here is the crux of the disagreement: Must 
we divide our population into two groups, a privileged 
class who served in uniform and a “second-class” 
group who did not, because of age, physical disability, 
essential occupation, or even the arbitrary choice of 
the Selective Service System? The Bradley commis- 
sion feels that “The Government's obligation is to 
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help veterans overcome special, significant handicaps 
incurred as a consequence of their military service. 
The objective should be to return veterans as nearly 
as possible to the status they would have achieved had 
they not been in military service.” 

This is a clear statement of the debt owed the vet- 
eran: full repayment for whatever adverse effect mili- 
tary service has on his future life. If non-service- 
connected care is payment of a debt, then all hardships 
a veteran encounters must be taken as resulting from 
his military service; we must believe that veterans are 
under a lifetime handicap—which most veterans them- 
selves deny. 

Arguments for non-service-connected care resemble 
that anomalous creature which is neither fish nor flesh 
nor fowl. If military service is the basis of entitlement, 
then the program is unfair to veterans who elect to 
pay their own way; if indigency is the basis, how does 
the veteran’s indigency differ from the nonveteran’s? 

Service-connected compensation is not merely 
“analogous” to workmen’s compensation; it is work- 
men’s compensation for injury sustained as an em- 
ployee of the nation. Non-service-connected care is 
not merely “analogous” to local indigent care; it is 
indigent care, but, for some unspecified reason, as a 
federal rather than a community responsibility. 

If veterans are a special class of citizens (which is 
contended by certain groups, and put in practice by 
providing special care for veterans only, at the federal 
level, without regard to the origin of their disabilities ), 
then, by logical extension, why limit it to those who 
cannot pay? If the sole basis of this care is indigency, 
then the federal government has usurped a responsi- 
bility of the state and the community. 

Citizens in need of hospital care should receive it, 
at the expense of others if necessary, and we should 
work for medical and economic progress for all. But 
progress toward health should be through the state 
and community, not as a federally regulated, ad- 
ministered, and organized program, independent of 
and in competition with local governments. 

7. Road to Socialism.—Dr. Bell states that, to his 
knowledge, no major veterans’ organization has pro- 
posed broadening federal medical care coverage or 
supported socialism in any form. The A. M. A. has 
not stated or implied anything to the contrary nor 
was any group accused of such actions in the address. 

Nonetheless, it is still true that one natural result of 
class legislation is that the nonprivileged classes de- 
sire equal benefits for themselves. Farmers and factory 
workers contributed to our war effort, often at sacrifice 
to themselves; in time of need, they may well ask why 
they must use up their savings, borrow or seek public 
aid for hospital care while the veteran without service- 
connected disabilities receives free care at their ex- 
pense. 

Continuation of the Veterans Administration’s med- 
ical care program for non-service-connected disabilities 
and expansion to meet the expected increase in demand 
by eligible veterans certainly provides a pretext for 
this sort of pressure toward state medicine from non- 
veterans. Taking this pressure together with the VA’s 
already great encroachment on the responsibilities of 
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the communities and states, it is impossible to deny 
the danger inherent in the program. The medical 
profession does not accuse the veterans or the VA of 
planning or attempting to socialize this country—but, 
regardless of intent, the VA’s present program and 
philosophy is well on the road which leads to that end. 
The American Medical Association is, therefore, at- 
tempting to persuade the public, veteran and non- 
veteran alike, to stop and read the sign-posts, before 
we reach the point of no return. 
Statistical Disagreements 

The questions of policy and philosophy discussed 
above are more important and basic than the statistical 
material used to indicate the magnitude and future 
trends of the VA hospitalization program. We will con- 
fine our comments, therefore, to the four factual 
arguments which Dr. Bell seems to feel contradict or 
militate against the address: (1) the VA one-day cen- 
sus of patients; (2) VA costs in relation to national in- 
come; (3) the General Accounting Office investigation 
of abuses; (4) VA beds in relation to veterans. (Para- 
graph numbers in the following section refer to the 
paragraphs in Dr. Bell's letter. ) 

1. One-Day Census.—“As of Nov. 30, 1954, the Vet- 
erans Administration hospital patient load included 
53.5% who were receiving treatment for non-service- 
connected disabilities.” (Par. 9) 

This and the remainder of the paragraph is taken 
almost verbatim from the VA Administrator's report 
for fiscal year 1955, page 22. However, Dr. Bell has 
missed the breakdown of the other 46.5% of VA pa- 
tients on page 21, which comprises 38% receiving 
treatment for service-connected disabilities and 7.9% 
with service-connected disabilities but hospitalized for 
non-service-connected ailments, as well as 0.6% non- 
veterans. Added to the 53.5% quoted above, this 7.9% 
gives a total of 61.4% hospitalized for treatment of 
non-service-connected disabilities, as stated. 

Size of Chronic Load: The VA considers the one-day 
census a fair means of estimating the average distribu- 
tion of the patient load, yet makes “certain observa- 
tions” concerning the 20.7% cases classified as non- 
chronic and non-service-connected. The VA speculates 
that many of these will become chronic cases, either 
because they are “disabled” (degree of disability un- 
stated ) or because experience has shown that one-tenth 
of these patients (2% of the total load) will require 
more than 90 days of care. The net effect of this 
speculation is to give the impression that there are 
more chronic cases than are listed under this heading 
in the census breakdown. Such a conclusion is out of 
place and misleading, since, if the one-day census 
method is valid (as the VA claims) it will not be 
when distorted by inserting predictions as to the future 
of individuals. 

It should also be noted that a chronic illness is, for 
the VA, defined by the patient's hospital stay: any pa- 
tient who spends 90 days or more in a VA hospital is 
considered chronically ill, although the 90 days may 
include “3-day passes” out of the hospital, diagnosis, 
treatment, and rehabilitation. Compare this with the 
non-VA chronically ill patient, whose condition is 
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diagnosed and who is rehabilitated on an office or out- 
patient basis and is considered hospitalized only while 
he is in the hospital. 

2. VA Costs and National Income.—Disagreeing on 
increasing VA costs, Dr. Bell says, “certainly the pro- 
gram requires a smaller percentage of the total na- 
tional income than was the case 20 and 30 years 
ago.” (Par. 11) 

Federal sources state that national income in 1933 
was 39.384 billion dollars and in 1955, 324.028 bil- 
lion; the cost of VA medical and hospital care in 1934 
was $37,038,000 and in 1955, $748,739,000. In the two 
decades, income increased about 8% times, VA medical 
costs over 20 times. 

Dr. Bell may be thinking of the argument popular 
several years ago, that the VA expended a smaller 
percentage of the national budget than in the 30’s— 
ignoring, of course, the fact that the comparison was 
between a peacetime and a wartime budget. Even in 
terms of budgets, federal appropriations increased only 
about 9 times from 1934 to 1955, roughly in proportion 
to national income, and still very much out of pro- 
portion to VA medical increase. 

3. General Accounting Office Investigation.—Dr. 
Bell quotes this investigation to prove indigency for 
the majority of VA patients with non-service-connected 
cases—a question which neither the address nor 
A. M. A. policy has disputed. However, for the sake 
of accuracy, I should point out that the General Ac- 
counting Office report mentioned by Dr. Bell (Par. 13) 
concerns two surveys: one based on investigation of 
1,100 cases, to determine the financial condition of 
veterans who said they could not pay, and one based 
on 25,500 cases, to determine the accuracy of the 
veterans’ statement of assets and liabilities. In quoting 
the General Accounting Office report, Dr. Bell has 
somehow combined the number of cases studied in the 
second survey with the conclusions drawn from the 
first; actually, the office reported 217 out of 1,100 (not 
25,500) had annual incomes of $3,500 or more; 176 
had net worths of over $5,000. 

4. VA Beds in Proportion to Veterans.—Dr. Bell 
Bell states (Par. 14) that hospitalization for non- 
service-connected ailments is more difficult to obtain 
because of “tautened” administration and “because 
the proportion of beds to eligible veteran population 
has greatly decreased.” 

In 1926, when all 5 million veterans were uncondi- 
tionally eligible for federal care, the system had 20,600 
beds; in 1956, with a veteran population of 22,250,000, 
the VA had some 126,700 beds. In the past 30 years, 
although the veteran population has increased only 
4.4 times and eligibility has been “curtailed,” the 
veterans’ hospital system has grown over 6 times as 
large. 

Conclusions 


It is true, as Dr. Bell points out in closing, that many 
veterans have been led to believe that they have a right 
to receive complete medical care for life in payment 
for the time they spent in uniform, whether or not 
they suffered any harm in service. This is true to such 
an extent that some veterans consider the “statement 
of inability to pay” a mere formality. 


ORGANIZATION SECTION 579 


Yet the law is clear: non-service-connected care is 
to be provided only in unused beds in “existing facili- 
ties”; the primary purpose of the VA hospital system 
is the care of service-connected disabilities. This 
should mean that, as long as we have sufficient beds 
for service-connected cases, no new construction is 
needed and non-service-connected care will be pro- 
vided only in the beds left empty when all service- 
connected cases are admitted. Yet the VA has, instead, 
built three times as many beds as it needs for all 
service-connected care and now asks Congress whether 
it should build more for non-service-connected cases. 
We may well ask what Congress means by “existing 
facilities”! 

Is this the program which has not changed material- 
ly in 20 years? Can we possibly accept the statement 
that “The public, however, has not permitted or 
authorized an unrestricted hospitalization program”? 
Would it not be more accurate to say that the program 
first authorized in 1917 and amended in 1923, 1924, 
1926, 1933, and 1934 has grown almost beyond recog- 
nition, not only without the authorization but almost 
without the knowledge of the people? 

“If we are to expect our citizens of the future to 
give of their lives, if necessary, to protect that which 
we hold dear, then we must leave them a heritage of 
fairness, humanity, and recognition for special service 
unstintingly rendered.” The medical profession has 
never opposed the idea of fairness, humanity, or special 
recognition for special service. It is for this reason the 
medical profession has worked unsparingly to improve 
the treatment program for veterans with service- 
connected disabilities. 

But is all military service special service? Is it fair 
to say that any man who wears his country’s uniform in 
time of conflict becomes thereby a ward of the gov- 
ernment? Is it fair to say that our future citizens must 
be bribed to defend their country? 

Or is it more just and prouder to say, with General 
Bradley, that “military service in time of war or peace 
is an obligation of citizenship and should not be con- 
sidered inherently a basis for future Government bene- 
fits. . . . The performance of the DUTIES OF CITI- 
ZENSHIP cannot be expected to be painless or free 
from sacrifice.” We believe, with the Bradley com- 
mission, that “what best serves the Nation in the long 
run will be in the best interest of the Veterans.” Presi- 
dent Roosevelt, over 20 years ago, expressed the same 
idea when he said: 

“... no person, because he wore a uniform, must 
thereafter be placed in a special class of beneficiaries 
over and above all other citizens. The fact of wearing a 
uniform does not mean that he can demand and 
receive from his Government a benefit which no other 
citizen receives.” 

We believe that our veterans are free men, who 
fought to keep their country free, not mercenaries, 
whose bravery and loyalty depends on the amount of 
spoils promised them. 


Louts M. Orr, M.D. 
Chairman, Committee on Federal 
Medical Services. 
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MEDICINE AND THE LAW 


This is the 11th in a series of articles dealing with medical professional liability. An edito- 
rial (page 360) and a chronological résumé (page 364) appeared in Tue Journat, Feb. 2. The 
preceding articles in this series have been published weekly in Tue Journa from Feb. 9, 1957, 


to April 6, and since then intermittently.—Eb. 


HOW STATE MEDICAL SOCIETY EXECUTIVES SIZE UP 
PROFESSIONAL LIABILITY 


During the past five years, there has been an in- 
creasing amount of interest and discussion in medical 
circles concerning medical professional liability. Per- 
sonal opinions have been plentiful; however, authori- 
tative answers on most phases of the subject have been 
few. 

Why are physicians interested in the professional 
liability situation outside their immediate geographical 
area? One reason is that judgments and settlements 
in one state may be used as a precedent for future 
decisions and settlements in others. Another reason 
is that many physicians are in a quandary as to how 
much professional liability insurance they should 
carry. This decision, a personal one for each physician, 
is affected, in part, by the trend of medical profes- 
sional liability claims and suits over the United States. 

This is a report of the answers and attitudes of state 
medical society representatives, revealed in a survey 
on these problems. It is one part of the over-all survey 
of professional liability made by the Law Department. 
The other reports on the results of the survey will be 
published in this column in subsequent issues of THE 
JOURNAL. 

During the late part of the summer of 1955, a three- 
part questionnaire on professional liability was sent 
to the medical societies of the 48 states and District 
of Columbia. Subsequently, this same questionnaire 
was sent to the Alaska and Hawaii medical societies. 
Replies, although in some instances incomplete, were 
received from all except those in Alaska, Idaho, Louisi- 
ana, and Maine. The questionnaire was answered by 
society secretaries, executive secretaries, chairmen of 
committees concerned with professional liability, at- 
torneys for state societies, or insurance representatives. 
Here is what they had to say on the subject. 

What are the most common causes of professional 
liability claims against physicians in your area? 

Since the responses to this question are quite varied, 
they have been grouped in categories. Table 1 shows 
the number of times each cause was mentioned. 

Excluding the miscellaneous category, it will be 
noted that approximately one-third of the causes listed 
have nothing to do with the medical care and treat- 


ment given by the physician. They relate to the ability 
of the physician to “get along” with his patients and/or 
other physicians. 

What have been the effects of professional liability 
claims and suits on the reputation and on the practice 
of the physician involved? 

A few medical society spokesmen explained that in 
the smaller communities in their state the effects of 
such claims and suits were more pronounced than in 
larger communities. Two responses indicated that the 
effect depended upon the amount of publicity given 
the case. A few responses disclosed that the effects 
were more adverse if the physician had previously 
been the subject of a professional liability claim or 
suit (table 2). 

What has been the duration of the effects of claims 
or suits on a physician’s practice and reputation? 

The responses to this and the preceding question, 
although acknowledgedly only the opinion of the 
person filling out the questionnaire, would seem to 
contradict the widespread belief that a professional 
liability claim or suit seriously and permanently dam- 
ages the physician’s reputation (table 3). 

Is professional liability insurance readily available in 
your state? 

Without exception, all state society representatives 
replying to the questionnaire indicated that medical 
professional liability insurance was available to the 
physicians in their state. Furthermore, all of them 
except two stated that it was not difficult to obtain. 
One indicated that physicians in certain specialties 
had difficulty, and another said that difficulties had 
been encountered by physicians who had had a previ- 
ous claim or suit brought against them. 

What are the limits of professional liability insur- 
ance carried by physicians in your state? 

The limits of coverage listed vary widely within a 
state and within the different types of practice. It 
would appear, from the answers given, however, that 
the average (median) coverage across the country 
for general practitioners is $25,000/$75,000 and for 
surgeons and other specialists $100,000/$300,000, this 
first figure in each instance representing the yearly 
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maximum coverage for one claim or suit and the sec- 
ond figure, the yearly maximum coverage for all 
claims and suits. 

How many insurance companies write professional 
liability insurance in your state? 

According to the responses to this question, there 
are at least 45 carriers writing medical professional 
liability insurance in the United States. One company 
operates in at least 28 states, 26 companies are active 
in only 1 or 2 states, and the remaining 18 companies 
fall between these limits. 

Breaking these figures down, we find that, of the 18 
companies, one writes insurance in 25 states, one in 
20 states, one in 15, two in 14, one in 10, one in 9, 
two in 6, one in 5, four in 4, and four in 3. 

In nine states there is only one company writing 
such insurance, while one state has 19 active carriers. 
The remaining states have between 1 and 19 carriers 
writing medical professional liability insurance. 

Thirteen state societies indicated that they have a 
form of group insurance for their membership. One 


TaBLE 1.—Causes of Professional Liability Claims 


Causes No. of 
Times Listed 

Poor results and/or failure in flelds of: 

Orthopedics (including surgery) 14 

9 

Excessive fees and/or efforts to collect fees 

Careless remarks made by other physicians................... 13 
Poor rapport between physician and patient.................. 4 


carrier writes this type of insurance in five states, 
whereas the other states’ policies are underwritten by 
different companies. 

Does your association have a claims-prevention pro- 
gramP 

Twenty-one societies stated that they have a claims 
prevention program: California, Colorado, Connecti- 
cut, District of Columbia, Georgia, Kansas, Minnesota, 
Missouri, Montana, New Hampshire, New Jersey, 
New York, North Carolina, Oklahoma, Rhode Island, 
South Dakota, Utah, Virginia, Washington, West Vir- 
ginia, and Wyoming. 

What does your claims prevention program con- 
sist of? 

Of the 21 societies with claims prevention programs, 
15 offer an education course to their members. These 
societies are those in California, Colorado, Connecticut, 
District of Columbia, Georgia, Kansas, Montana, New 
Hampshire, North Carolina, Oklahoma, Rhode Island, 
Utah, Virginia, Washington, and West Virginia. 
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Listed below are the other activities mentioned: a 
one-day course held twice a year for new members, 
with lectures on problems relating to claims; one or 
two medical society meetings each year dealing ex- 
clusively with medical professional liability; discus- 
sions of professional liability hazards at county and 
state meetings; courses offered senior medical school 
students; round-table discussions for interns and resi- 
dents; indoctrination lectures for new members on 
admission to the society; and panels of physicians and 
attorneys discussing the problem. 


TaBLe 2.—Effects of Claims and Suits on Reputation and Practice 
of Physician Involved 


Effects No. of States 
1 


In addition, many societies publish articles on the 
subject in their medical journal and distribute copies to 
their membership. A few states, as part of their claims 
prevention work, are attempting to improve the safe- 
guards of professional work in hospitals and to improve 
public relations and doctor-patient relationships. 

Does your association have a claims review pro- 
gram? 

Thirty-one replies indicated that a claims review 
program was in operation at the state or county level. 
Such programs exist in Arizona, California, Colorado, 
Connecticut, District of Columbia, Georgia, Hawaii, 
Kansas, Kentucky, Maryland, Massachusetts, Minne- 
sota, Mississippi, Missouri ,Montana, Nebraska, New 
Hampshire, New Jersev, New York, North Carolina, 
Oklahoma, Oregon, Pennsylvania, Rhode Island, 
South Dakota, Tennessee, Utah, Virginia, Washington, 
West Virginia, and Wyoming. 


TaBLe 3.—Duration of Effects on Physician’s Practice 


and Reputation 
Duration of Effects No. of States 
5 
Not at all lengthy: a matter of months or weeks........... 82 


What does your claims review program consist of? 

The claims review programs are handled by claims 
review boards, committees, or administrators on a 
statewide or county basis. These committees and 
boards consist of from 3 to 14 physicians. Only one 
board had lay members, and this board had two such 
members. The members of these committees and 
boards are usually appointed by the president or the 
council of the society for a period of one, two, or 
three years. They review professional liability claims 
brought against the members and recommend whether 
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the claim should be settled or defended. Some of the 
boards or committees act only if requested to do so 
by the defendant physician. Some permit legal counsel 
and representatives of the insurance carrier that un- 
derwrites the defendant physician’s professional lia- 
bility insurance to participate. Some committees 
arrange for expert medical witnesses—others do not. 

Does your society provide expert medical witnesses 
in litigated professional liability cases? 

Twenty-three respondents said that their societies 
did not provide such witnesses. Twenty said that they 
would provide expert medical witnesses, and eight 
states did not reply to this question. 

The states providing expert medical witnesses are 
Arizona, California, Georgia, Illinois, Kansas, Ken- 
tucky, Maryland, Minnesota, Mississippi, Montana, 
New Hampshire, New Jersey, New York, North Caro- 
lina, Oklahoma, South Dakota, Tennessee, Utah, 
Washington, and West Virginia. 

Do any of the county medical societies in your state 
have claims prevention and/or claims review pro- 
grams? 

County medical societies in 15 states and Hawaii 
have claims prevention or review programs, and in 26 
states they do not. We have no information concerning 
the situation in the other nine jurisdictions. Claims 
prevention and/or claims review programs have been 
established by county medical societies in Arizona, 
California, Connecticut, Georgia, Hawaii, Montana, 
New Hampshire, New Jersey, New York, Oklahoma, 
Pennsylvania, Tennessee, Utah, Virginia, West Vir- 
ginia, and Wyoming. 

Does your state medical association provide its 
members with group insurance, or does it approve 
such insurance? 

The members of 13 state societies may obtain a 
form of “group” professional liability insurance protec- 
tion through their state societies. Two state societies 
recommend to their membership two or more approved 
policies, and 28 societies do not do either of these 
things. Eight societies did not respond to this question. 

Did your association ever have a group policy or 
an approved policy? Why were such policies discon- 
tinued? 

Respondents in 23 states indicated that their state 
associations had previously had a group or approved 
policy, 22 said that they never had such policies, and 
6 did not answer the question. 

Following are some of the reasons given for ter- 
minating these group programs: The insurance carrier 
discontinued group coverage; no particular advantage 
demonstrated under the group policy; unsatisfactory 
experience; high loss ratio; not enough physicians par- 
ticipated; and group coverage held by state insurance 
department to be illegal. 
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Two responses were more specific in answer to this 
question. One stated that the physicians criticized the 
group program and grew resentful when the agent of 
the carrier pressured them to carry other types of in. 
surance coverage. The other said that the rates were 
too -high, that all of the participating members were 
being penalized because of a few habitually bad risks, 
and that the insurance company paid off claims to 
prevent suits without consulting the society, contrary 
to their agreement. 

Did your association ever consider the adoption of a 
group professional liability insurance policy or ap. 
proved policies? 

Associations in 36 states have, at some time, con- 
sidered the adoption of such policies, 7 never have, 
and 8 societies did not reply to the question. 

State the reasons for not adopting a group or an ap- 
proved policy. 

Respondents of some of the state associations that 
did not adopt a group or an approved policy after con- 
sidering it submitted the following reasons for the 
association’s action: members wanted insurance to be 
handled by agent of their choice; suggested agent or 
carrier not licensed in state; group insurance contrary 
to state regulations and insurance laws; physicians did 
not want to be dependent upon one company for this 
insurance; society did not want to say that one in- 
surance carrier was better than another, advantages 
to participating in group insurance not demonstrated, 
and high premiums; no carrier would underwrite a 
group policy in the state; and society not of sufficient 
size to make adoption feasible. 

How many county medical societies in your state 
offer a group or an approved policy to its members? 

A group professional liability insurance program is 
offered to the members of a county society in one 
state; while, in another state, some of the county 
societies offer a group program, and another county 
in the same state has approved two policies. 


Summary 


State medical society officials executing the ques- 
tionnaire expressed the belief that generally a medical 
professional liability claim or suit does not have a 
serious or extended effect on the physician’s practice 
or reputation. They also feel that professional liability 
insurance is generally not difficult to obtain. Never- 
theless, the state societies recognize the importance 
and seriousness of this problem, and many have 
adopted claims prevention and claims review pro- 
grams. It is interesting to note, however, that there 
are 31 review programs and only 21 claims prevention 
programs. The responses to the questionnaire indi- 
cated a need for a more systematic and thorough type 
of claims prevention program in the majority of the 
states. 
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MEDICAL NEWS 


ALABAMA 

First Annual Joint Meeting.—The medical staff of 
Redstone Arsenal and the Madison County Medical 
Society were joint hosts to the first annual Madison 
and adjoining counties medical meeting March 27 at 
Redstone Arsenal, Huntsville. About 100 doctors from 
the six-county area and nine out-of-area guests at- 
tended. “Preventive Medicine in Action” was the 
theme for the day. The trip to the water treatment 
plant had two special features: an explanation of the 
fluoridation process and a demonstration of protective 
equipment in use at Redstone. The group saw a 
demonstration of the procedures in preparing to fire 
the Corporal Missile. At the Army Hospital, they re- 
viewed the medical program and the occupational 
health service. 

The evening session began with a cocktail hour, 
followed by a banquet, at which Dr. W. H. Stallings, 
was master of ceremonies. Maj. Gen. John B. Medaris, 
commanding general, Army Ballistic Missile Agency, 
commented on preventive medicine and occupational 
health services. Dr. Logan T. Robertson, Asheville, 
N. C., in an illustrated address, emphasized the im- 
portance of preventive medicine in today’s rapidly 
growing industrial world. 

The president of the Madison County Medical So- 
ciety is Dr. Grady Huckaby. The Plans-Arrangements 
Committee comprised Dr. Burton S. Shook, Dr. Nor- 
ton E. Cowart, and Capt. John White, M. C., U. S. 
Army. The Protocol-Decorations Committee com- 
prised Dr. Otis F. Gay, Capt. John Sims, M. C., U. S. 
Army, and Dr. A. L. Watson. 


CALIFORNIA 


Personal.—Dr. Harold G. Trimble. associate clinical 
professor, Stanford University School of Medicine, San 
Francisco, recently toured the Far East to discuss 
tuberculosis therapy in the United States. In New 
Delhi, he addressed the 14th International Tuber- 
culosis Conference on “The Dynamic Approach to 
Pulmonary Tuberculosis—1957.” Later he lectured at 
medical centers and universities in Manila, Calcutta, 
Bangkok, Hong Kong, and Tokyo. Dr. Trimble is a 
past-president of the American Trudeau Society and 
the California Tuberculosis and Health Association. 


Postgraduate Conference in Medicine.—Stanford Uni- 
versity School of Medicine will present a postgraduate 
conférence in medicine from the afternoon of June 
13 until noon, June 15, 1957. Registration is unlimited 
and will be open to doctors of medicine. The fee is 
not known. The conference will offer lectures and 
panel discussions presenting the practical approaches 
to common problems in cardiovascular disease, endo- 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least thre» weeks before the date of meeting. 


crinology, infection, and hematology. Diagnosis and 
treatment will be emphasized. Information may be 
obtained from the Office of the Dean, Stanford Uni- 
versity School of Medicine, 2398 Sacramento St., San 
Francisco 15. 


CONNECTICUT 


Professor Cowgill Honored.—At the annual meeting 
of the American Institute of Nutrition in April, the 
annual Osborne and Mendel award was presented to 
George R. Cowgill, Ph.D., professor of nutrition, Yale 
University School of Medicine, New Haven. The 
award consists of a cash prize and a scroll. The cita- 
tion called attention to Dr. Cowgill’s “many pioneer 
and subsequent fundamental research contributions to 
our knowledge of the B-vitamins and of protein.” Dr. 
Cowgill received his Ph.D. at Yale in 1921 and has 
been a member of the Yale faculty ever since. This 
award is named in honor of two distinguished scien- 
tists in the field of nutrition, Thomas B. Osborne, 
former research chemist at the Connecticut Agricul- 
tural Experiment Station, New Haven, and Lafay- 
ette B. Mendell, former professor of physiological 
chemistry at Yale. Both men, now deceased, were 
Yale graduates. 


ILLINOIS 

Chicago 

Dr. Newman Honored.—Dr. Louis B. Newman, chief, 
physical medicine and rehabilitation service, Vet- 
erans Research Hospital, Chicago, has received the 
distinguished service award from the Illinois Institute 
of Technology for his outstanding service in physical 
medicine and rehabilitation. Dr. Newman received 
his M.D. from Rush Medical College in 1931, and an 
M.E. from Illinois Institute of Technology, in 1921. A 
former naval commander, he is also on the faculty at 
Northwestern University Medical School. 


Personal.—The James Alexander Miller fellowship for 
the year beginning July 1 has been awarded to Dr. 
John E. Kasik, a senior assistant resident physician in 
the department of medicine at the University of Chi- 
cago. The grant of $7,000 is made yearly by the asso- 
ciation to support fundamental medical research in 
tuberculosis. The antituberculosis drug, cycloserine, 
will be the subject of Dr. Kasik’s research.——Dr. 
Maurice S. Mazel, of Chicago, spoke on “Surgical 
Treatment of the Coronary Artery Disease Problem” 
at the 50th annual convention of the Philippine Med- 
ical Association recently held in Baguio City. 


Lasker Award to Dr. Katz.—The American Heart As- 
sociation recently bestowed the Albert Lasker Award 
on Dr. Louis N. Katz, director, cardiovascular de- 
partment, Medical Research Institute of Michael 
Reese Hospital. The award consists of three parts, a 
check for $1,000, a gold replica of the Winged Vic- 
tory of Samothrace, and a citation. Dr. Katz has been 
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president of the American Heart Association and the 
Chicago Heart Association. He was a founder and 
president of the American Association for the Study 
of Atherosclerosis, and he is permanent honorary 
president of the Inter-American Society of Car- 
diology. 


Chloroform and the Dedication of Guthrie Rock.— 
Recently the Chicago Medical Society dedicated the 
relocation of a 40-ton granite rock of Laurentide 
glacier origin as a memorial to Dr. Samuel Guthrie 
(1782-1848), the discoverer of chloroform. The dedica- 
tion took place in Pasteur Park, Wood and Congress 
streets. Geologists estimated that the grey-red oval 
rock originated some 80 million years ago and that it 
was carried by the Laurentide glacier from the Wau- 
shara region in Central Wisconsin to Worth, IIl., a 
distance of more than 200 miles. It was discovered in 
Worth in 1885 by Guthrie’s grandson, Ossian, known 
as the father of Chicago’s drainage system. In 1903 
Ossian Guthrie enlisted the aid of the Chicago Med- 
ical Society in an appeal to the South Park commis- 
sioners to have the rock placed at the lake front as a 
memorial. Permission was granted, but when the rock 
arrived at the foot of Jackson Boulevard in 1904, the 
Park District refused to accept it. The rock was taken 
to Rush and Ohio streets, while the controversy raged, 
and in 1912 it was placed in Washington Park, near 
55th Street and South Parkway. In 1931 the Chicago 
Medical Society attached a plaque describing its 
purpose. A year ago the society undertook to have 
the rock moved to the West Side Medical Center, 
where it will be an inspiration to future as well as 
present members of the medical profession. Doctor 
Guthrie, in 1831, isolated what Dumas three years 
later named chloroform. It became known as Guthrie’s 
“sweet whiskey.” Chloroform came into widespread 
use about 1847. 


INDIANA 


Expand Medical Center Housing.—Scheduled for com- 
pletion early in 1958, an apartment housing unit is 
under construction at the Indiana University Medical 
Center, Indianapolis, as the first in a series of units 
designed to meet the housing problems of students 
and staff. Plans also provide for a dormitory-type ad- 
dition to the Student Union building, serving single 
students, and for additional apartment-type units in 
the future. The’ four-story apartment building will 
provide 105 one-bedroom units. The project is de- 
signed to alleviate a student housing problem at the 
Medical Center and provide additional housing for 
the first-year medical and dental classes which will 
be moved from the Bloomington campus to the Med- 
ical Center in the fall of 1958. 


Personal.—Dr. Josephine Van Fleet, formerly chief of 
laboratory service, Veterans Administration Hospital, 
Indianapolis, has been appointed director of the Bu- 
reau of Laboratories, Indiana State Board of Health, 
Indianapolis, succeeding Samuel R. Damon, Ph.D., 
who had served as laboratory director since 1946.—— 
Dr. Naomi L. Dalton, a native of Salem and grad- 
uate of Indiana University School of Medicine, 
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Bloomington-Indianapolis, left Feb. 20 for Vellore. 
India, where she will serve as instructor and anes. 
thetist at Christian Hospital and College. Dr. Daltoy 
was in practice in Bloomington from 1941 to 1953 and 
recently served as associate director of anesthesiology 
at Mississippi Medical College. She will spend five 
years at the 560-bed hospital and college for medical 
students in South India. 


Dedicate Psychiatric Research Institute.—Indiana’s 
$1,500,000 building housing the Institute for Psychi- 
atric Research was dedicated recently at the north. 
west corner of the Indiana University Medical Center, 
Indianapolis, adjacent to the state’s Larue D. Carter 
Memorial Hospital. Dr. John I. Nurnberger is chair- 
man of the department of psychiatry, at the School 
of Medicine. Dr. Daniel Blain, medical director. 
American Psychiatric Association, was principal speak- 
er at the dedication. Other speakers included Goy- 
ernor George N. Graig, Dr. Margaret Morgan, presi- 
dent Herman B. Wells, of Indiana University, and 
Dr. Nurnberger, who outlined the aims and objectives 
of the psychiatric research program. The institute, a 
nonprofit organization, was established to receive 
gifts and other contributions for the support of re- 
search in mental illness. 


LOUISIANA 


University News.—Dr. Derrick Brien Jelliffe, for the 
past two years in Calcutta, India, as WHO visiting 
professor of pediatrics at the All-India Institute of 
Hygiene and Public Health, has been appointed visit- 
ing professor of tropical medicine at Tulane Uni- 
versity School of Medicine. Dr. Jelliffe has served as 
medical inspector of the Sudan Medical Service in 
Africa; as senior lecturer in pediatrics at University 
College in Ibadan, Nigeria, and at University College 
of the West Indies in Jamaica. He is the author of 
“Infant Nutrition in the Subtropics and Tropics” and 
founder and present editor of the Journal of Tropical 
Pediatrics, presently printed in London, although the 
editorial offices are at the Tulane Medical School. 


Course for Foreign Students.—Specialized intensive 
courses in English and the basic sciences for the bene- 
fit of foreign students beginning graduate study in 
the medical sciences will be inaugurated by Tulane 
University School of Medicine, New Orleans, with 
the help of a five-year $182,000 grant from the Rocke- 
feller Foundation. William B. Wendel, Ph.D., pro- 
fessor of biochemistry has evolved a plan for a 
one-year intensive course beginning with English, 
advanced mathematics, and the principles of chemistry 
and physics in the summer. In the final months em- 
phasis will be placed on basic courses in biochemistry 
and on an introduction to a research problem. The 
graduate school and the school of medicine will co- 
operate in offering the courses, which will be at the 
undergraduate or graduate level as needed. 


MICHIGAN 


Research Center in Ann Arbor.—Parke, Davis and 
Company recently announced the selection of a 50- 
acre site in Ann Arbor, near the University of Mich- 
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igan campus, as the location for its new 10 million 
dollar medical research center. The new structure is 
expected to be completed by early 1959. It will sup- 
plement the firm’s present research facilities, directed 
by Leon A. Sweet, Ph.D., vice-president. It is antici- 
pated that the present staff of about 400 persons will 
be increased by “a substantial number of persons.” 


Personal.—Wayne State University recently bestowed 
the honorary degree of doctor of arts on Dr. Alfred 
Heacock Whittaker, Detroit, who has served as sur- 
geon on the staffs of Evangelical Deaconess, Harper, 
Children’s, and Detroit Memorial hospitals. Dr. Whit- 
taker is also a commissioner on the Detroit City Plan 
Commission, president of Future Detroit, Inc., and 
medical advisor to the Franklin Settlement. He is a 
former president and trustee of the Detroit Historical 
Society and the Economic Club of Detroit. 


Establish Physical Medicine Academy.—Physiatrists 
in Michigan have organized an Academy of Physical 
Medicine and Rehabilitation incorporated under the 
laws of the State of Michigan. The officers are Dr. 
Max K. Newman, president; Dr. James W. Rae, vice- 
president; Dr. Frederic B. House, secretary-treasurer; 
and Drs. George H. Koepke, Robert C. Dean, and Wil- 
liam C. Schaefer, trustees. The objectives of the acad- 
emy are to promote the science and art of medicine 
and the betterment of public health through under- 
standing and utilization of the functions and pro- 
cedures of physical medicine and rehabilitation. The 
registered office of the Academy has been designated 
as the University Hospital, 1313 E. Ann St., Ann 
Arbor. Communications may be sent to the Secretary, 
326 N. Ingalls St., Ann Arbor. 


MONTANA 


Esophageal Speech Clinic.—The Montana Society for 
Crippled Children and Adults plans an esophageal 
clinic for laryngectomized adults to be held at Billings, 
June 10-15. Five speech therapists will be available 
for intensive therapy. The Montana Division of the 
American Cancer Society will cooperate with this 
project and will help defray transportation and 
maintenance costs for patients receiving therapy. Phy- 
sicians desiring registration blanks for laryngectomized 
patients or information are requested to write the 
Montana Society for Crippled Children and Adults, 
P. O. Box 861, Billings. 


Institute for Maternal Care.—Representatives of the 
Maternal and Child Welfare Committee of the Mon- 
tana Medical Association, the Montana League of 
Nursing, and the State Board of Health will sponsor 
an Institute for Maternal and Newborn Care for 
physicians and registered nurses June 9-12 at the 
Western Life Building, Helena. The Institute will 
provide an opportunity for physicians and nurses to 
review trends and new concepts in medical and nurs- 
ing responsibilities for maternal and newborn care. 
Guest speakers will be Dr. James B. Arey, Philadel- 
phia, pediatric pathologist, Temple University; 
Gertrude Church, Denver, nursing consultant, U. S. 
Children’s Bureau; Dr. William P. Given, New York, 
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department of obstetrics, New York Lying-In Hos- 
pital; Vera Keane, New York, instructor-supervisor in 
obstetrics and gynecology, New York Hospital School 
of Nursing. Registration fee is $15. 


NEBRASKA 


Society News.—The new officers of the Omaha Mid- 
West Clinical Society are Dr. Charles F. Moon, 
president; Dr. Earl A. Connolly, president-elect; and 
Dr. Payson S. Adams, secretary-treasurer. The next 
annual clinical assembly will be at the Fontenelle 
Hotel, Omaha, Nov. 4-7. 


Anatomy Teacher Honored.—John S. Latta, Ph.D., 
chairman of the department of anatomy, University of 
Nebraska College of Medicine, Omaha, was awarded 
a personal prize for “outstanding teaching” in the 
field of science at the 29th annual honors convoca- 
tion in Lincoln recently. The distinguished teaching 
award, a bronze medal and a $1,000 check, was pre- 
sented to Dr. Latta by the University of Nebraska 
Foundation. Dr. Latta has been associated with the 
department of anatomy at the College of Medicine 
since 1921, serving as chairman of the department 
since 1941. 


NEW HAMPSHIRE 


Gordon Research Conferences.—The Gordon Research 
Conferences will be held from June 10-August 30 at 
Colby Junior College, New London, at New Hampton 
School, New Hampton, and at Kimball Union Acad- 
emy, Meriden. The conferences were established to 
stimulate research in universities, research founda- 
tions, and industrial laboratories. The purpose is to 
bring experts up to date on the latest developments, 
analyze the insignificance, and provoke suggestions 
as to underlying theories and methods of approach 
for making new progress. Sufficient time is available 
to stimulate informal discussions. Meetings are held 
in the morning and evening, Monday through Friday, 
with the exception of Friday evening. The afternoons 
are available for recreation, reading, or participation 
in discussion groups. Information presented is not 
to be used without specific authorization of the indi- 
vidual making the contribution. No publications are 
prepared as emanating from the conferences. Attend- 
ance at each conference is limited to 100. For infor- 
mation write W. George Parks, Director, Department 
of Chemistry, University of Rhode Island, King- 
ston, R. I. 


NEW YORK 


Residency in Neurology.—A three-year approved resi- 
dency in neurology has been inaugurated at the 
Bronx Municipal Hospital Center and the Albert 
Einstein College of Medicine. The residency program 
is supported by a training grant from the National 
Institute of Neurological Diseases and Blindness. The 
division of neurology of the department of medicine 
at present consists in three full-time physicians: Drs. 
Saul R. Korey, Labe C. Scheinberg, and Robert Katz- 
man. Two 60-bed wards will be assigned to neurology, 
with clinical research laboratories in direct conjunc- 
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tion with the wards. In addition to the clinical train- 
ing, an extensive fellowship program, in the sciences 
related to the nervous system, supported by the Na- 
tional Institute of Mental Health, is offered on an 
interdisciplinary basis. 


Personal.—Dr. Marc H. Hollender, chairman, depart- 
ment of psychiatry, State University of New York 
College of Medicine, Syracuse, has been given the 
additional appointment of director of Syracuse Psy- 
chopathic Hospital. Dr. Hollender previously served 
in Chicago, as associate professor of psychiatry at the 
University of Illinois College of Medicine, as a staff 
member of the Institute for Psychoanalysis, a senior 
consultant to the Veterans Administration Mental 
Hygiene Clinic, and a consultant to the Chicago State 
Hospital. Dr. Mary F. Brew, who has been associated 
with the Syracuse Psychopathic Hospital since its 
opening, will remain as assistant director. As director, 
Dr. Hollender succeeds Dr. Richard F. Binzley, who 
has been serving as acting director since his appoint- 
ment as assistant commissioner of the department of 
mental hygiene in October, 1954. 


Nutrition Institute at Syracuse.—The College of Home 
Economics, Syracuse University, and the Nutrition 
Bureau, New York State Department of Health, are 
sponsoring the 11th Community Nutrition Institute at 
Syracuse University for the llth consecutive year 
June 17-29. The institute presents a public health 
approach to nutrition problems for nutritionists, 
physicians, nurses, dentists, dietitians, and health 
educators. The institute will consider the effectiveness 
of public health nutrition programs; carbohydrate, fat, 
and protein metabolism; coronary heart disease and 
high protein diets; enzymes; hormones; and vitamins 
in the metabolism of protein, fats, and carbohydrates. 
Panel discussions covering all topics are scheduled. 
For information write Anne Bourquin, Ph.D., Depart- 
ment of Foods and Nutrition, College of Home Eco- 
nomics, Syracuse University, Syracuse, N. Y. 


New Mental Hospital in the Bronx.—A hospital de- 
signed to provide the latest advances in the treatment 
of the mentally ill is to be built by the Department of 
Mental Hygiene of the State of New York at a cost 
of 70 million dollars on 125 acres of reclaimed marsh- 
land along the Hutchinson River Parkway in the 
Bronx. It is the first new mental hospital to be built 
by the State in 25 years and will accommodate 3,000 
patients. Governor Averell Harriman pointed out that 
the location adjacent to the Albert Einstein Medical 
Center provided the basis for a mutually beneficial 
arrangement whereby the two institutions will co- 
operate. Nearby also are the East Bronx General 
Hospital and the East Bronx Tuberculosis Hospital. 
Facilities will be adequate for both inpatient and 
outpatient care, including a service which enables 
patients to spend the day participating in a regular 
therapeutic program and to return to their homes at 
night. In addition to occupational therapy centers in 
the various patients buildings, a separate building 
will be provided for occupational therapy. A central 
library will be supplemented by branch libraries. 
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Patients buildings will contain interior recreation 
areas. Outdoor recreation areas will be adjacent to 
patients buildings. Other features include a medical- 
surgical building, geriatric building, a diagnostic 
clinic, research unit, and a community center con- 
taining an auditorium, chapel, and restaurant. 


Establish Alcoholism Program.—A $168,000 program 
to attack the problem of chronic alcoholism through 
education, research, training, and clinical demonstra- 
tion will be undertaken during the coming year by 
the New York State Interdepartmental Health Re- 
sources Board. Fellowships will be made available to 
physicians, social workers, nurses, educators, and 
other professional personnel. Priority will be given to 
persons who are participating or who plan to work in 
community education on treatment programs for so- 
called problem drinking. The board is already sup- 
porting an outstanding research project being con- 
ducted at the State University of New York College 
of Medicine, Brooklyn, under the direction of Dr. 
Howard Potter, dean and director of psychiatry, and 
Dr. Benjamin Kissin, internist. The project will receive 
an additional grant of $80,000 from the State this 
year to conduct its research along various lines, in- 
cluding social, economic, clinical, psychiatric, and 
pharmaceutical aspects of alcoholism. Assisting the 
board in the program development is an advisory 
committee of consultants representing psychiatry, 
internal medicine, the legal profession, and the courts. 
Dr. John L. Norris, medical director, Eastman Kodak 
Company, Rochester, is chairman of this committee. 
The board will continue for one additional year to 
provide financial assistance for the pilot demonstra- 
tion alcoholism clinics. One such clinic is operated in 
Rochester by the Tuberculosis and Health Associa- 
tion of Rochester and Monroe County, Inc. The sec- 
ond clinic is operated by the Broome County Com- 
mittee on Alcoholism, Inc., in Binghamton, 


New York City 

Dr. Landauer Honored.—Dr. Kenneth S. Landauer, 
director, Respirator Center Services for the National 
Foundation tor Infantile Paralysis, has received a 
citation from the medical directors of the nation’s 
15 respirator and rehabilitation centers. The citation 
states that Dr. Landauer’s “selfless dedication to 
human service, vision and untiring efforts toward the 
accomplishment of the ‘Respirator Center’ program 
have done much to remold our medical thinking.” 


Dr. Davis Goes to Harvard.—Dr. Bernard D. Davis 
has been appointed head, department of bacteriology 
and immunology, Harvard Medical School, Boston. 
Dr. Davis, currently chairman of the department of 
pharmacology, New York University College of Medi- 
cine, will begin his service at Harvard July 1. He 
succeeds Dr. J. Howard Mueller who served as chair- 
man of the department from 1942 until his death in 
1954. Dr. Davis was commissioned in the U. S. Public 
Health Service in 1942 and was appointed in 1954 to 
a professorship at New York University College of 
Medicine. 
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Study of Eczema in Infants.—The University Hospital 
of New York University-Bellevue Medical Center has 
received a grant of $147,255 from the John A. Hart- 
ford Foundation for a study of eczema in infants. The 
following techniques will be used: (1) skin tissues 
will be studied; (2) measurements will be made of 
specific food antigens and antibodies occurring in 
normal as well as in eczematous infants; and (3) a 
study will be made based on the thought that mineral 
and water metabolism and the amino acid metabolism 
may be concerned in the development of eczema. 
Drs. L. Emmett Holt Jr., Adolph G. G. DeSanctis, and 
Lewis Thomas will direct the project. 


Rockefeller Institute Expands.—The Rockefeller In- 
stitute will construct four new buildings with two 
gifts totaling 5 million dollars that have been re- 
ceived from the estate of the late Alfred H. Caspary 
and from John D. Rockefeller Jr. The three million 
dollars from the Caspary estate will be used for a 
graduate student residence hall, an auditorium, and 
a president's house. Alfred H. Caspary Hall, which 
is under construction, includes an auditorium that 
will seat 500, six smaller auditoriums and conference 
rooms, and executive offices. The Caspary gift is the 
largest contribution ever made to the institute from 
outside the Rockefeller family. The Rockefeller gift 
provides as much as 2.5 million dollars for the con- 
struction and furnishing of a building to be known 
as Abby Aldrich Rockefeller Hall in memory of Mr. 
Rockefeller’s first wife. The hall will serve as a social 
and residential center for scientists from all parts of 
the world who are visiting New York and for the 
institute faculty. The building will contain facilities 
for 24 visiting scientists. Alfred H. Caspary Hall and 
Abby Aldrich Rockefeller Hall will fulfill four new 
functions in the development of the institute as an 
international science center: (1) encourage scientists 
from all over the world to meet and live together for 
brief or extended periods of time in order to exchange 
ideas and synthesize important sectors of the rapidly 
accumulating mass of scientific knowledge; (2) trans- 
mit scientific knowledge to young people and the 
general public; (3) provide ideal facilities for meetings 
of scientific societies; (4) encourage the cultural life 
of the institute faculty. Abby Aldrich Rockefeller Hall, 
Caspary Hall, and the 13-room president’s house 
are scheduled for occupancy this summer. Plans for 
the graduate residence hall are now in development. 


OHIO 


Dr. Macklin Receives Blackwell Award.—Dr. Madge 
T. Macklin, research associate in medicine, Ohio State 
University College of Medicine, received the Eliza- 
beth Blackwell award for outstanding contributions 
in the field of medicine recently. The award was 
presented at the New York Infirmary, which was 
founded by Elizabeth Blackwell, first woman medical 
graduate, who received her M.D. degree in 1848. 
A graduate of Goucher College, from which she also 
received an honorary degree and a special citation, 
Dr. Macklin received her medical degree from Johns 
Hopkins University, Baltimore. Presently she is en- 
gaged in research in retinoblastoma. 
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Personal.—Dr. and Mrs. Michael Balint, of London, 
have been appointed, on a continuing basis, as visit- 
ing professor of psychiatry and as visiting associate 
professor of research in behavioral science, respec- 
tively, at the University of Cincinnati, College of 
Medicine. They will be in residence in this center 
for one month each year, to give seminars on psycho- 
dynamics, individual psychotherapy, and group psy- 
chotherapy. Dr. Balint for many years was director 
of the Budapest Institute of Psychoanalysis. At pres- 
ent Dr. and Mrs. Balint are in practice in London 
and are staff members of the London Institute of 
Psychoanalysis and the Tavistock Clinic. 


OREGON 


Establish Cardiovascular Chair.—The Oregon Heart 
Association has donated a chair of cardiovascular 
research to the University of Oregon Medical School, 
Portland. Under the terms of the grant, the associa- 
tion will pay a portion of the salary of the man se- 
lected to fill the position and will contribute annually 
for other expenses including technical assistance, 
equipment, supplies, and travel to scientific meetings. 
For information write the University of Oregon Med- 
ical School, 3181 S. W. Sam Jackson Park Road, 
Portland 1, Ore. 


Personal.—Dr. Merle W. Moore, associate head, divi- 
sion of allergy, University of Oregon Medical School, 
Portland, was named president-elect of the American 
College of Allergists at its annual congress in Chicago 
recently. Dr. Orval R. Withers, Kansas City, Mo., was 
named president. Retiring president of the college is 
Dr. Ethan Allen Brown, Boston.——The appointment of 
Joseph D. Matarazzo, Ph.D., associate psychologist, 
Massachusetts General Hospital, Boston, as full-time 
professor of medical psychology at the University of 
Oregon Medical School, Portland, was announced re- 
cently. The appointment becomes effective June 1. 


PENNSYLVANIA 

Plaques for Centenarians.—For the 10th consecutive 
year, The Medical Society of the State of Pennsyl- 
vania will present hand-lettered testimonial plaques 
to those residents of the Commonwealth who attain 
their 100th birthday. The society requests that the 
names and date of birth of residents of the State who 
will be 100 years old in 1957 be sent to The Medical 
Society of the State of Pennsylvania, 230 State St., 
Harrisburg. 


Philadelphia 


Student Loan Funds.—Dr. Herman Gold, Chester, has 
given $10,000 in stocks to the University of Pennsyl- 
vania to provide financial assistance to worthy stu- 
dents in the school of medicine through scholarship 
grants or student loans. 


Personal.—Dr. William Bates, Philadelphia, who re- 
tired two years ago as chairman, department of sur- 
gery, University of Pennsylvania Graduate School of 
Medicine, has been appointed director of medical edu- 
cation at the Harrisburg Polyclinic Hospital. He is a 
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past-president of the Philadelphia County Medical 
Society and a former member of the A. M. A. House 
of Delegates. 


Course on Principles of Rehabilitation.—Information 
has been sent to the Council stating that a course for 
physicians, “Principles of Rehabilitation,” will be con- 
ducted by the Rehabilitation Center of the Hospital 
of the University of Pennsylvania, June 17 to 21, in 
cooperation with the Office of Vocational Rehabilita- 
tion, United States Department of Health, Education, 
and Welfare. The five-day course is designed to pre- 
sent the basic concepts of rehabilitation through 
lectures and demonstrations. The instructional staff 
will include representatives from the various divisions 
of the University of Pennsylvania as well as guest 
lecturers. 

Provision for granting trainee stipends of $100 to 
persons attending the course has been made by the 
U. S. Office of Vocational Rehabilitation. Registra- 
tion will be limited. Application for these stipends 
and requests for detailed information concerning the 
course may be addressed to the Rehabilitation Center, 
Hospital of the University of Pennsylvania, Philadel- 
phia 4. 


WASHINGTON 


Appoint Physical Medicine Professor.—Appointment 
of Dr. Justus F. C. Lehmann, Columbus, Ohio, as the 
University of Washington Medical School's first pro- 
fessor of physical medicine and rehabilitation was ap- 
proved January 12. Dr. Lehmann has been associate 
director of the department of physical medicine and 
rehabilitation at Ohio State University since 1955. 
The new appointment is one of the final steps toward 
the establishment of a long-sought rehabilitation cen- 
ter at the university. The rehabilitation center would 
accept patients, upon referral of the patients physi- 
cian, from ail parts of the State. 


WISCONSIN 


Annual Clinical Day at VA Center.—The Tenth An- 
nual Clinical Day, Marquette University Medical 
School, Dean’s Committee, will be held at the Veterans 
Administration Center in Wood, Wisconsin on June 22. 
A clinical program of some 21 ten-minute presenta- 
tions in the fields of urology, medicine, dermatology, 
surgery, ophthalmology, and otolaryngology will be 
presented beginning at 8:45 a. m. The chairman of 
the Dean’s Committee is Walter Zeit, Ph.D., director, 
Department of Anatomy at Marquette University 
Medical School in Milwaukee. 


GENERAL 


Louis Braille Award.—Establishment of the Louis 
Braille Award to be presented annually in June by 
the Philadelphia Association for the Blind has been 
announced. Any person or organization may be con- 
sidered as a candidate. The award shall be presented 
solely for achievement in the fields of prevention of 
blindness or services to the blind. Nominations for 
the award may be made at any time during the year, 
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but to be considered for selection for the calendar 
year, nominations must be received by the Board of 
Judges not later than June 10. 

For information write Thomas A. Benham, Presi. 
dent, Philadelphia Association for the Blind, 100 E. 
Price St., Philadelphia 44, Pa. 


Decrease in Poliomyelitis.—According to the morbidity 
and mortality weekly report of the U. S. Public Health 
Service, the number of cases of poliomyelitis reported 
in the first 19 weeks of this year in Continental United 
States was 783, as compared with 1546 cases reported 
for the same period of 1956. For the week ending May 
11, 1957, the total number of cases was 71, as compared 
with 85 cases for the same week in 1956. Of the 7] 
cases, 26 were paralytic, as compared with 40 paralytic 
cases for the same week in 1956. Of the 71 cases, 18 
were reported from California and 15 from Texas. 


Winners of Dermatological Essay Contest. — The 
American Dermatological Association announces the 
following awards in its annual essay prize contest: 
first prize, $500, to Drs. Peter Flesch and Elizabeth C. 
Jackson Esoda, Philadelphia, for “Defective Epider- 
mal Protein Metabolism in Psoriasis”; second prize to 
Dr. Robert B. Pittelkow, Milwaukee, for “Systemic 
Candidiasis and a Study of the Amino Acid Excretion 
Patterns by Microbiological Assay”; third prize to 
Dr. Richard K. Winkelmann, Rochester, Minn., for 
“The Muco-Cutaneous End Organ—The Primary Or- 
ganized Sensory Ending in Human Skin”; and fourth 
prize to Dr. William B. Reed, Washington, D. C., 
for “Vascular Reactions in a Chronically Inflamed' 
Skin.” Another essay contest will be sponsored this 
year. 


Physical Medicine Fellowship.—The Department of 
Physical Medicine and Rehabilitation of the New 
York University-Bellevue Medical Center, through 
a grant given it by Miss Belle Baruch, has created a 
two-year fellowship for postgraduate training in 
physical medicine and rehabilitation. This fellowship, 
to be known as the Frances Milam Fellowship, is 
named for Miss Milam, who is a resident of George- 
town, S. C., and a severely handicapped victim of 
poliomyelitis. First consideration in awarding this 
fellowship will be given to physicians who are resi- 
dents of South Carolina. Application forms may be 
secured from Dr. J. G. Benton, Institute of Physical 
Medicine and Rehabilitation, New York University- 
Bellevue Medical Center, 400 E. 34th St., New York 


City. 


Fellowships Available-The Helen Hay Whitney 
Foundation, New York City, has announced that fel- 
lowships are available to properly qualified persons 
in the United States or abroad, up to the age of 35, 
holding the degree of M.D., Ph.D., or their equivalent, 
who are seriously considering a career in biological or 
medical research, preferably relating to connective 
tissue and its diseases. Fellowships are annual, subject 
to renewal consequent to good performance for a 
period of three years. Stipends will be arranged to 


: 
th 
di 
of 
its 
M 
m 
(0 
H 
an 
PI 
wi 
tic 
sti 
in 
CO 
m 
ne 
we 
se 
sti 
4 at 
23 
fre 
ot 
co 
sis 
se 
pr 
ex 
Th 
gc 
tre 
tic 
In 
re 
of 
fir 
W 
Ke 
dr 
= wl 
ni 
ati 
whe eT: 


Vol. 164, No. 5 


mect the needs of the fellow. Applications, to be 
submitted before Sept. 15, should be requested from 
the Executive Secretary, The Helen Hay Whitney 
Foundation, 525 E. 68th St., New York 21. The foun- 
dation was established in 1947 to support research 
of rheumatic fever. Its activities have recently ex- 
panded to include the study of connective tissue and 
its diseases. 


Mental Health Grant.—The Western Interstate Com- 
mission for Higher Education has received a $171,- 
000 grant from the National Institute of Mental 
Health to improve and expand mental health training 
and research in the western states. Harold L. Enarson, 
Ph.D., director of the commission, said the money 
would be used (1) to encourage closer working rela- 
tionships between western medical schools and the 
state mental hospitals, (2) to help promote interstate 
mental health research, and (3) to aid in organizing 
interstate mental health training programs. The grant 
covers a four-year period. The sum of $56,000 will be 
made available June 1 to cover the first year of the 
new program. It will make possible the creation of a 
western mental health council and the addition of 
several mental health experts to the commission's 
staff in Boulder, Colo. 


Congress on Rheumatic Diseases.—The ninth Inter- 
national Congress on Rheumatic Diseases will be held 
at the Royal York Hotel, Toronto, Ont., Canada, June 
23-28. The official languages of the congress will be 
English, French, German, and Spanish. Speakers 
from Sweden, India, Poland, England, Spain, and 
other countries are scheduled. Anatoli Nesterov, Mos- 
cow, will speak on “Neurogenic Factors in Pathogene- 
sis and Clinical Features of Rheumatism,” and Franti- 
sek Lenoch, Prague, Czechoslovakia, will present 
“Does Rheumatic Iritis and Iridocyclitis Exist?” Social 
program includes the president’s ball June 24, and the 
congress banquet June 27. Scientific and commercial 
exhibits and tours of medical centers are planned. 
Two post-congress tours have been organized, one 
going to the Philadelphia area and the other to De- 
troit, Chicago, and Rochester, Minn. Any physicians 
or medical scientists may become members of the 
congress. Active membership fee is $25. For informa- 
tion write Dr. Donald C. Graham, Chairman, Ninth 
International Congress on Rheumatic Diseases, P. O. 
Box 237, Terminal “A”, Toronto, Ont., Canada. 


CORRECTION 


Artane and Kemadrin.—Concerning his article in THE 
Journax, April 13, 1957, page 1352, on the treatment 
of paralysis agitans, Dr. Lewis Doshay writes, “In the 
first paragraph of the paper Artane and Kemadrin ap- 
pear in parentheses as trade names of Trihexyphenidyl. 
While this is true of Artane, it is not so with regard to 
Kemadrin, which is Procyclidine Hydrochloride. Kema- 
drin differs from Artane at the right end of the formula, 
where there is a pyrrolidine ring with 4 carbons and 1 
nitrogen atom instead of the 5 carbons and 1 nitrogen 
atom ring associated with Artane. A correction of the 
error would be appreciated.” 
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EXAMINATIONS 
AND LICENSURE 


AMERICAN Boarp OF ANESTHESIOLOGY: Part 1. Various locations, 
July 19. Final date for filing application was Jan. 19. American 
Board of Anesthesiology. Oral. Washington, Oct, 28-Nov. 1. 
Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 

AMERICAN Boarp OF DeRnMaToLocy: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for filing 
application was April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL Mepicine: Written. Oct. 21. 
Oral. Los Angeles, Sept. 11-14. Final date for filing applica- 
tions was Feb. 1. Exec. Sec., Dr. W. A. Werrell, 1 West 
Main St., Madison 3, Wis. 

AMERICAN Boarp OF NEuROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

AMERICAN Boarp OF OssTEeTRICS AND GyNEcoLOGY: Applica- 
tions for certification, new and reopened, for the 1958 Part I 
examinations are now being accepted. Deadline for receipt 
of applications is September 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 

AMERICAN Boarp OF OpHTHALMOLOGY: Oral. Chicago, Oct. 
7-11. Written. January 1958. Final date for filing application 
is July 1. Sec., Dr. Merrill J. King, Box 236, Cape Cottage 
Branch, Portland 9, Maine. 

AMERICAN Boarp OF OrntTHOPAEDIC SuRGERY: Part II, New York 
City, Jan. 29-31, 1958. Final date for filing application is 
August 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 

AMERICAN Boarp oF OroLarnyNcoLocy: Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. Dean 
M. Lierle, University Hospitals, Iowa City. 

AMERICAN Boarp oF PatHo ocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. New Orleans, Sept. 26-28. 
Final date for filing application is August 15, Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, Indi- 
anapolis 7. 

AMERICAN Boarp OF Pepiatrics: Oral. San Francisco, June 
21-23. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

AMERICAN BOarpD OF PHysiCAL MEDICINE AND REHABILITATION: 
Parts I and II. New York City, June 8-9. Final date for filing 
application was March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

AMERICAN Boarp oF Procto.ocy: Oral and Written. Parts I and 
Il. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsyCHIATRY AND Neuro.Locy: New York, 
Dec. 16-17. San Francisco, March 17-18. Sec., Dr. David A. 
Boyd, Jr., 102-110 Second Ave., S. W., Rochester, Minn. 

AMERICAN Boarp oF RapioLocy: Washington, Sept. 23-28. Final 
date for filing application was June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi- 
ology. Sec., Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp oF Surncery: Part II. New York, June 10-11. 
Sec., Dr. John B. Flick, 225 S$. 15th St., Philadelphia 2. 

AMERICAN Boarp oF Urno.ocy: Written examination. Various 
cities throughout the country. Pathology and Oral Clinical. 
February 1958. Location not decided. Exec, Secretary, Mrs. 
Ruby L. Griggs, 30 Westwood Road, Minneapolis 16. 

Boarp oF THORACIC SuRGERY: Written. Various centers through- 
out the country, September 1957, and the closing date for 
registration is July 1, 1957. Sec., Dr. William H. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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DEATHS 


Cetrulo, Gerald Italo ® Newark, N. J.; born in Newark 
Dec. 28, 1907; University and Bellevue Hospital Medi- 
cal College, New York City, 1931; certified by the 
National Board of Medical Examiners; fellow of the 
American College of Surgeons; recently appointed 
assistant dean in charge of postgraduate education in 
the College of Medicine and Dentistry at Seton Hall 
University in Jersey City, where he was director of 
medical education since 1945 and from 1938 to 1942 
taught physical education and health anatomy and 
physiology; veteran of World War II; for many years 
chairman of the medical education committee of the 
Essex County Medical Society; assistant medical di- 
rector, Martland Medical Center; on the staffs of the 
Clara Maass Memorial and Columbus hospitals; in 
his youth was a champion fencer and in 1932 served 
on the United States Olympic team; died at the New 
York International Airport, Idlewild, in New York 
City, March 10, aged 49, of arteriosclerotic heart 
disease. 


Goldstein, Louis ® Philadelphia; born May 23, 1887; 
Temple University School of Medicine, Philadelphia, 
1923; specialist certified by the American Board of 
Dermatology and Syphilology; member of the Ameri- 
can Academy of Dermatology and Syphilology; served 
as associate professor of dermatology and syphilology 
at the Hahnemann Medical College; on the staffs of 
St. Joseph’s Hospital, Skin and Cancer Hospital, and 
St. Vincent’s Hospital for Women and Children; died 
in the Graduate Hospital of the University of Penn- 
sylvania March 17, aged 69, of cancer of the pancreas. 


Dickson, Roger William ® Atlanta, Ga.; Emory Uni- 
versity School of Medicine, Atlanta, 1922; specialist 
certified by the American Board of Pediatrics; served 
as professor and chairman of the department of pedi- 
atrics at his alma mater; fellow of the American Acad- 
emy of Pediatics; past-president of the Georgia 
Pediatric Society; an attending pediatrician at Emory 
University Hospital, Grady Memorial Hospital, Pied- 
mont Hospital, and Crawford W. Long Hospital; 
drowned in the Chattahoochee River Feb. 22, aged 60. 


Borghoff, John Aloysius ® Omaha; University of Ne- 
braska College of Medicine, Omaha, 1920; professor 
of dermatology at Creighton University School of 
Medicine; specialist certified by the American Board 
of Dermatology and Syphilology; member of the 
American Academy of Dermatology and Syphilology; 
on the staffs of Creighton Memorial St. Joseph’s Hos- 
pital, St. Catherine’s Hospital, and Douglas County 
Hospital; died Feb. 21, aged 61. 


Bowes, Frank Arthur, Waterbury, Conn.; Harvard 
Medical School, Boston, 1915; veteran of World War 
I; affiliated with St. Mary’s Hospital; served as physi- 
cian for the Welfare Department, and as police and 
fire surgeon; died in the Veterans Administration Hos- 
pital, West Haven, Feb. 24, aged 68, of lobar pneu- 


monia. 


@ Indicates Member of the American Medical Association. 


Copeland, Samuel James ® Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1909; served 
on the staffs at Indianapolis General, St. Vincent's, 
and Methodist hospitals; died March 2, aged 79, of 
coronary occlusion. 


Coseglia, Robert Paul ® Detroit; University of Illinois 
College of Medicine, Chicago, 1935; member of the 
American Academy of General Practice; on the staffs 
of Holy Cross Hospital, where he was staff secretary, 
Detroit Memorial, East Side General, and St. John 
hospitals, and Saratoga General Hospital, where he 
died Feb. 25, aged 47, of coronary thrombosis. 


Curtiss, Charles Erwin, Manlius, N. Y.; Syracuse Uni- 
versity College of Medicine, 1903; an associate mem- 
ber of the American Medical Association; veteran of 
World War I; formerly member of the Manlius High 
School Board of Education; for many years mayor of 
Manlius; served on the staff of the Crouse-Irving Hos- 
pital in Syracuse; died Feb. 16, aged 77. 


Dowden, Albert Porter, Louisville, Ky.; University of 
Louisville Medical Department, 1900; died Feb. 26, 
aged 80. 


Ehle, Amos E., Richmond, Ind.; Eclectic Medical In- 
stitute, Cincinnati, 1896; died in Centerville Feb. 23, 
aged 87, of cerebral thrombosis. 


Luthy, Karl Robert, Indianapolis; Drake University 
College of Medicine, Des Moines, 1910; service mem- 
ber of the American Medical Association; served as 
medical director of the U. S. Rubber Company plant 
in Mishawaka, Ind.; died Jan. 29, aged 68, of coronary 
occlusion. 


Lynch, Harry Orange, Kansas City, Mo.; Tulane Uni- 
versity School of Medicine, New Orleans, 1929; serv- 
ice member of the American Medical Association; 
veteran of World War II; associated with the regional 
office, Veterans Administration; died Feb. 18, aged 53, 
of coronary thrombosis. 


Martin, Orel F., Coral Gables, Fla.; Middlesex Uni- 
versity School of Medicine, Waltham, Mass., 1918; 
veteran of World War I; died Jan. 7, aged 64, of 
cirrhosis of the liver. 


Mears, Burleigh Nichols, Belle Haven, Va.; Medical 
College of Virginia, Richmond, 1914; member of the 
Medical Society of Virginia; died in the Johnston- 
Willis Hospital, Richmond, Jan. 10, aged 66, of cere- 
bral thrombosis. 


Morgan, Everett Humphreys, Marion, Ohio; Starling 
Medical College, Columbus, 1903; veteran of the 
Spanish American War and World War I; served as 
county coroner; died at Westerville Feb. 11, aged 80. 


Moseley, William Edward, Mount Savage, Md.; Balti- 
more Medical College, 1906; an associate member of 
the American Medical Association; died in Cumber- 
land Nov. 21, aged 74, of cerebral hemorrhage. 
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Myre, Stanley Lawrence, Greybull, Wyo.; Marquette 
University School of Medicine, Milwaukee, 1915: 
veteran of World War I; died in Naples, Fla., Dec. 12, 
aged 65. 


Proctor, Willis Herbert, Lynbrook, N. Y.; Hahnemann 
Medical College and Hospital of Philadelphia, 1880; 
an associate member of the American Medical Asso- 
ciation; died in Long Island Feb. 13, aged 102. 


Pruett, William Veasy, Washington, D. C.; Mississippi 
Medical College, Meriden, 1911; veteran of World 
War II; died in the Walter Reed Army Hospital, 
Jan. 11, aged 68, of pulmonary embolus. 


Rabinovitz, Bernard ® Springfield, Mass.; Tufts Col- 
lege Medical School, Boston, 1913; also a registered 
pharmacist; veteran of World War I; on the staffs of 
the Springfield Municipal Hospital and the Spring- 
field Hospital, where he died Feb. 13, aged 76, of 
cerebral hemorrhage, and coronary arteriorsclerosis. 


Ragany, Joseph, Montrose, N. Y.; Magyar Kiralyi 
Pazmany Petrus Tudomanyegyetem Orvosi Fakultasa, 
Budapest, Hungary, 1921; service member of the 
American Medical Association; member of the Amer- 
ican Psychiatric Association; veteran of World War II; 
on the staff of the Veterans Administration Hospital; 
died in the New York Hospital Jan. 10, aged 64, of 
pancreatitis. 


Ranker, Emery Romain ® Oakland, Calif.; North- 
western University School of Medicine, Chicago, 1933; 
died Feb. 4, aged 60. 


Rebok, Harry Edward, Keisterville, Pa.; Medico- 
Chirurgical College of Philadelphia, 1902; died in the 
Uniontown (Pa.) Hospital Feb. 3, aged 78. 


Reed, Floyd Orton, Yonkers, N. Y.; Harvard Medical 
School, Boston, 1911; an associate member of the 
American Medical Association; veteran of World 
War I; for many years health service director and 
medical examiner for the city public schools; on the 
staff of the Professional Hospital; died Feb. 16, aged 
73, of coronary thrombosis with arteriosclerosis. 


Robinson, Louis Fred, Winnsboro, La.; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1906; served as Franklin parish coroner and 
parish health officer; died Jan. 18, aged 74, of con- 
gestive heart disease. 


Robinson, William Witten © Spokane, Wash.; Rush 
Medical College, Chicago, 1925; veteran of World 
Wars I and II; served on the staffs of the Deaconess, 
St. Luke’s, and Sacred Heart hospitals; died in Hono- 
lulu, Hawaii, Feb. 5, aged 59, of heart failure. 


Rodin, Robert, Urbana, IIl.; University of Illinois Col- 
lege of Medicine, Chicago, 1931; member of the health 
service staff, University of Illinois, where he was as- 
sistant professor of hygiene; died in the Research and 
Educational Hospitals, University of Illinois, Chicago, 
Jan. 5, aged 49, of leukemia. 


Rogers, William Peyton © E] Paso, Texas; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1899; 
past-president of the El Paso County Medical Society; 
veteran of World War I; during World War II was 
on the Procurement and Assignment Board for the 
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Army and Navy; for many years federal jail physician; 
on the staffs of Hotel Dieu, Sisters’ Hospital, and 
Providence Hospital; died Jan. 20, aged 81. 

Roosth, Harold ® Tyler, Texas; University of Texas 
School of Medicine, Galveston, 1940; member of the 
American Trudeau Society; interned at St. Vincent's 
Hospital in Erie, Pa.; served a residency at John Sealy 
Hospital in Galveston; state director of the Texas 
Tuberculosis Association in 1951; veteran of World 
War II; on the staffs of the Medical Center Hospital 
and the Mother Frances Hospital, where he died 
Feb. 7, aged 41, of intracranial hemorrhage. 
Rosapepe, Attilio ® Youngstown, Ohio; Regia Uni- 
versita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1911; veteran of World War I; formerly Italian 
consular agent for seven of the eastern Ohio counties; 
died in St. Elizabeth Hospital Jan. 28, aged 74, of 
arteriosclerosis. 


Rusk, Francis Hubert, Alhambra, Calif.; Toledo Med- 
ical College, 1905; veteran of the Spanish-American 
War; died in the Veterans Administration Hospital in 
West Los Angeles Feb. 6, aged 87, of bronchopneu- 
monia and arteriosclerosis. 


Russell, Daniel Abell ® San Antonio, Texas; Tulane 
University School of Medicine, New Orleans, 1921; 
specialist certified by the American Board of Otolaryn- 
gology; member of the American Academy of 
Ophthalmology and Otolaryngology; on the staffs of 
the Santa Rosa and Nix hospitals; consultant, Brooke 
General Army Hospital and the Robert B. Green Hos- 
pital; died in the Santa Rosa Hospital Feb. 2, aged 
61, of cerebral hemorrhage. 


Sample, Roy Osborne ® San Antonio, Texas; Vander- 
bilt University School of Medicine, Nashville, Tenn., 
1913; member of the American Academy of General 
Practice; veteran of World War II; died in the Santa 
Rosa Hospital Dec. 2, aged 66. 

Sanger, Winnie Monroney, Oklahoma City, Okla.; 
Kansas Medical College, Medical Department of 
Washburn College, Topeka, 1904; a dormitory at the 
University of Oklahoma had been named for her; 
chosen for the Oklahoma Hall of Fame; an associate 
member of the American Medical Association; died in 
Norman Feb. 7, aged 83, of bilateral bronchopneu- 
monia. 

Sapienza, Frank, New York City; George Washington 
University School of Medicine, Washington, D. C., 
1924; member of the Medical Society of the State of 
New York; died Feb. 17, aged 60, of chronic myo- 
carditis. 

Schaeffer, Benjamin Leonard, South Chatham, Mass.; 
Columbia University College of Physicians and Sur- 
geons, New York City, 1901; member of the Medical 
Society of the State of New York; an associate mem- 
ber of the American Medical Association; died in the 
Cape Cod Hospital, Hyannis, Feb. 17, aged 77, of 
ruptured aortic aneurysm. 


Schilling, Francis M., Philadelphia; Jefferson Medical 
College of Philadelphia, 1909; member of the staffs 
of the Frankford and Jefferson hospitals; died in the 
Memorial Hospital, West Chester, Pa., Jan. 11, aged 
81, of heart disease. 
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Schwager, Abraham Mark, New York City; University 
and Bellevue Hospital Medical College, New York 
City, 1911; an associate member of the American Med- 
ical Association; specialist certified by the American 
Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology; on 
the staff of the New York Eye and Ear Infirmary; died 
in the Manhattan General Hospital Jan. 25, aged 76, 
of uremia and cerebral hemorrhage. 


Scott, Clifton Russell ® New Haven, Conn.; Yale Uni- 
versity School of Medicine, New Haven, 1919; spe- 
cialist certified by the American Board of Radiology; 
member of the American Roentgen Ray Society and 
the American College of Radiology; associated with 
the Griffin Hospital in Derby and the Grace-New 
Haven Community Hospital; died Feb. 7, aged 65, of 
hypertensive heart disease. 


Scott, James Edward, Jr. ® McClellanville, S. C.; Med- 
ical College of South Carolina, Charleston, 1937; 
member of the American Academy of General Prac- 
tice; veteran of World War II; held the Bronze Star 
Medal, a Purple Heart Medal, and a Presidential Unit 
citation; died Feb. 7, aged 43, in an automobile 
accident. 


Shahinian, Shahin Movses ® Philadelphia; Medico- 
Chirurgical College of Philadelphia, 1916; associated 
with the Lankenau Hospital, where he died Jan. 10, 
aged 75, of arteriosclerotic heart disease. 


Sheehan, Edward Grady, West New York, N. J.; New 
York Homeopathic Medical College and Flower Hos- 
pital, New York City, 1919; died in the Berthold S. 
Pollak Hospital for Chest Diseases, Jersey City, Jan. 
26, aged 63, of arteriosclerotic heart disease and pul- 
monary tuberculosis. 


Sheets, Charles Henry ® Cozad, Neb.; John A. Creigh- 
ton Medical College, Omaha, 1916; chairman of the 
board, First National Bank; on the staff of the Cozad 
Community Hospital; died Jan. 31, aged 62, of cancer. 


Shininger, Paul Eugene, Lopez, Wash.; University of 
Oregon Medical School, Portland, 1931; formerly prac- 
ticed in Portland, Ore., where he was on the staff of 
the Portland Sanitarium and Hospital; died Jan. 24, 
aged 53, of coronary thrombosis. 


Shipley, Manly Harrison, Des Plaines, Ill.; Western 
Reserve University School of Medicine, Cleveland, 
1915; died March 5, aged 70, of coronary thrombosis. 


Silverstein, Jacob Maurice ® Millburn, N. J.; Uni- 
versity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1925; on the 
staff of the Irvington (N. J.) General Hospital; died in 
Port-Au-Prince, Haiti, March 3, aged 57, of coronary 
disease. 


Silvey, Gordon E. ® Gadsden, Ala.; University of 
Tennessee Medical Department, Nashville, 1910; died 
Jan. 16, aged 72. 


Simpson, Holland Breeding, Greensburg, Ky.; Uni- 
versity of Louisville (Ky.) Medical Department, 1907; 
died Jan. 28, aged 75, of cerebral hemorrhage. 
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Sissakian, Avedis H., Verdel, Neb.; Northwestern 
University Medical School, Chicago, 1897; also , 
druggist; died in the Veterans Administration Ho. 
pital, Albany, Jan. 30, aged 91, of lymphatic leukemia 


Sloss, Imit Herman ® Terre Haute, Ind.; Meharry 
Medical College, Nashville, Tenn., 1911; died in §¢ 
Anthony Hospital Nov. 19, aged 71, of gangrene, and 
diabetes mellitus. 


Smith, James Alonzo ® Sanford, Fla.; Chicago College 
of Medicine and Surgery, 1915; died in New Smyma 
Beach Feb. 19, aged 69, of cerebral hemorrhage and 
arteriosclerotic heart disease. 


Smith, Katherine Margaret Close, Louisville, Ky.; Col- 
lege of Physicians and Surgeons, Los Angeles, 1914 
at one time practiced in Los Angeles, where she was 
on the staffs of the St. Vincent's Hospital, Los Angeles 
County Hospital and the Presbyterian Hospital—Olm- 
sted Memorial; died in the Norton Memorial Infirmary 
Feb. 27, aged 68. 


Smith, Matthew Mann, Detroit; Jefferson Medical 
College of Philadelphia, 1921; died in the Grace Hos- 
pital Dec. 25, aged 61, of cerebral thrombosis and 
arteriosclerosis. 


Snyder, Malcolm Erwin, Senior Assistant Surgeon, 
U. S. Public Health Service Reserve, Everett, Wash; 
University of Washington School of Medicine, Seattle, 
1954; service member of the American Medical Asso- 
ciation; interned at the U. S. Public Health Service 
Hospital in New Orleans; on the staff of the U. S. 
Public Health Service Hospital in Seattle; died Feb. 
9, aged 29, of Hodgkin’s disease. 


Southard, Daniel B., Stanford, Ky.; Hospital College 
of Medicine, Louisville, 1898; served as health officer 
of Lincoln and Casey counties; died Jan. 18, aged 
82, of myocarditis. 


Sparks, Proctor, St. Petersburg, Fla.; University of 
Louisville School of Medicine, Louisville, Ky., 1917; 
member of the Kentucky State Medical Association; 
practiced in Ashland, Ky.; died Jan. 16, aged 66, of 
acute infarction of myocardium due to arterio- 
sclerotic coronary thrombosis. 

Sprague, Shirley Erving, New York City; University 
and Bellevue Hospital Medical College, New York 
City, 1899; an associate member of the American Med- 
ical Association; on the staff of St. Clare’s Hospital; 
died Feb. 1, aged 82, of carcinoma of the lung. 


Spurrier, Oliver Walter © Baltimore; University of 
Maryland School of Medicine and College of Phy- 
sicians and Surgeons, Baltimore, 1929; veteran of 
World War II; on the staffs of the Mercy, St. Agnes. 
Bon Secours, Maryland General, Lutheran, and Uni- 
versity hospitals; died Feb. 15, aged 52, of coronary 
thrombosis. 

Srb, Joseph J., Dwight, Neb.; John A. Creighton Med- 
ical College, Omaha, 1915; veteran of World War |; 
served as president of the board of education; died 
Jan. 11, aged 70, of cardiac failure. 


Stein, Ernst, Albany, N. Y.; Medizinische Fakultit 
der Universitat, Vienna, Austria, 1906; died Jan. 20. 
aged 75. 
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Stennis, Hugh Joseph ® Abilene, Texas; University 
of Pennsylvania School of Medicine, Philadelphia, 
1949: director of Abilene-Taylor County Health De- 
partment; veteran of World War II; killed in an auto- 
mobile accident Jan. 16, aged 33. 


Stevenson, Hector Morrison, West Hartford, Conn.; 
Long Island College of Medicine, Brooklyn, 1907; 
member of the Association of Life Insurance Medical 
Directors of America; an associate medical director 
of the Aetna Life Insurance Company; died in the 
Hartford (Conn.) Hospital Feb. 5, aged 70, of staphy- 


lococeal enteritis. 


Stewart, James Edward, Akron, Ohio; Ohio State Uni- 
versity College of Medicine, Columbus, 1916; died 
Jan. 30, aged 69, of cancer. 


Stoner, Donald Eugene, New York City; University 
of California School of Medicine, San Francisco, 1949; 
resident physician at the Woman's Hospital; died 
Feb. 9, aged 31. 


Stovall, James Thomas, Jefferson, Ga.; Medical Col- 
lege of Georgia, Augusta, 1930; part owner of the 
Commerce (Ga.) Hospital; died in the Emory Uni- 
versity Hospital, Atlanta, Jan. 19, aged 50, of respira- 
tory failure following operation for tumor of the brain. 
Sullivan, Elijah Stover, Oklahoma City, Okla.; Barnes 
Medical College, St. Louis, 1910; an associate member 
of the American Medical Association; veteran of 
World War I; died in the Polyclinic Hospital Feb. 3, 
aged 70, of congestive heart failure and hypertensive 
and arteriosclerotic heart disease. 


Sweeney, William James, Needham, Mass.; Tufts 
College Medical School, Boston, 1943; veteran of 
World War II; formerly an officer in the regular Navy; 
certified by the National Board of Medical Examiners; 
died Jan. 10, aged 37, of multiple sclerosis. 


Tacey, John Preston, Grosse Pointe Shores, Mich.; 
Michigan College of Medicine and Surgery, Detroit, 
1896; died Jan. 25, aged 92, of coronary thrombosis 


and arteriosclerosis. 


Taylor, James Thomas, Pomeroy, Pa.; Jefferson Med- 
ical College of Philadelphia, 1890; an associate mem- 
ber of the American Medical Association; died in 
Honey Brook, Dec. 17, aged 90, of uremia. 


Thomas, Benjamin, Oakland, Calif.; Medical Depart- 

ment of the University of California, San Francisco, 

1901; an associate member of the American Medical 

"egies died Jan. 25, aged 86, of coronary throm- 
sis. 


Thompson, John James, St. Petersburg, Fla.; Uni- 
versity of Toronto Faculty of Medicine, Toronto, On- 
tario, Canada, 1907; specialist certified by the Amer- 
ican Board of Psychiatry and Neurology; service 
member of the American Medical Association; former- 
ly associated with Veterans Administration hospitals 
in Boston, Bedford, Mass., Hines, IIl., and Danville, 
Ill.; retired from the Veterans Administration Oct. 31, 
1949; died Jan. 2, aged 77, of coronary thrombosis. 

Trostler, Isador Simon ® Chicago; University of Ne- 
braska College of Medicine, Omaha, 1904; specialist 
certified by the American Board of Radiology; mem- 
ber of the American College of Radiology; fellow of 
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the American College of Physicians; died March 10, 
aged 87, of hypostatic pneumonia and arteriosclerotic 
heart disease. 


Turner, Steve F. ® El Paso, Texas; University of 
Texas School of Medicine, Galveston, 1935; died Feb. 
4, aged 45. 
Turnipseed, Maxy Leander, Sallis, Miss.; University 
of Nashville Medical Department, 1900; died Feb. 
19, aged 87. 


Twomey, George Watson, Fort Myers, Fla.; University 
of Louisville (Ky.) Medical Department, 1903; died in 
the Lee Memorial Hospital Nov. 25, aged 76, of cor 
pulmonale. 


Upham, Roscoe Charles, Biddeford, Maine; Baltimore 
Medical College, 1908; member of the Maine Medical 
Association; died March 15, aged 72, of a heart attack. 


Vermilyea, Charles Herbert ® Russell, Pa.; Baltimore 
Medical College, 1897; on the staff of the Warren (Pa.) 
General Hospital, where he died Feb. 16, aged 85. 


Walker, Robert Latshaw III * Homestead, Pa.; Jeffer- 
son Medical College of Philadelphia, 1940; veteran of 
World War II; died in the Western Pennsylvania 
Hospital, Pittsburgh, Nov. 3, aged 48. 

Wharton, Ralph Eugene * Mansfield, Ohio; Western 
Reserve University School of Medicine, Cleveland, 
1933; member of the American Academy of General 
Practice; veteran of World War II; on the staff of the 
Mansfield General Hospital; died in Houston, Texas, 
Feb. 19, aged 49, of cerebral vascular accident. 


Williams, Maud Rose M., Washington, D. C.; Wis- 
consin College of Physicians and Surgeons, Mil- 
waukee, 1907; veteran of World War I; died in the 
Central Dispensary and Emergency Hospital, Feb. 
20, aged 78, of carcinoma of the breast. 


Woodworth, Marshall Melvin ® Albany, Ore.; Uni- 
versity of Oregon Medical School, Portland, 1923; 
veteran of World War I; president of the board of 
directors of the Albany General Hospital; past-presi- 
dent of the Albany Rotary Club; died Feb. 21, aged 
63, of an accidental gunshot wound while cleaning 
his gun. 

Yarrington, Charles Webb ® Gary, Ind.; University of 
Michigan Department of Medicine and Surgery, Ann 
Arbor, 1902; fellow of the American College of Sur- 
geons; past-president of the Lake County Medical 
Society; on the staffs of the Mercy and Methodist 
hospitals; past-president of the Gary Rotary Club; died 
in Clearwater, Fla.,. March 25, aged 80, of a heart 
attack. 


Young, John Hichnor, Montclair, N. J.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1906; served on the staffs of the East 
Orange (N. J.) General Hospital, Mountainside and 
Montclair Community hospitals; died in Southern 
Pines, N. C., Feb. 24, aged 77. 


Zupnik, Howard Lester ® Baltimore; University of 
Maryland School of Medicine and College of Physi- 
cians and Surgeons, Baltimore, 1932; veteran of World 
War II; consultant, Mercy Hospital; died Feb. 15, 
aged 51. 
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FOREIGN LETTERS 


AUSTRIA 


Rare Injuries of Muscles, Tendons, and Periosteum.— 
At the meeting of the Vienna Medical Society on 
March 1, H. Schénbauer stated that functional im- 
pairment of muscles and tendons is usually caused by 
the passive stretching of a muscle with maximal ten- 
sion. Persons who are not physically trained or who 
are insufficiently warmed up in bad weather and aged 
athletes with degenerative manifestations in the ten- 
dons are likely to incur such injuries. Damage to the 
sternocleidomastoideus muscle in wrestlers and erector 
spinae in hurdlers, divers, and pole vaulters need no 
specific treatment. Major ruptures of the abdominal 
wall, caused by pushing and throwing during gym- 
nastics and boxing, must be sutured. Ruptures of the 
pectoral muscles and of the long biceps tendon, caused 
by throwing, wrestling, and weight-lifting and tear- 
ings off from the insertion of the triceps in fencers 
and throwers, occur. These ruptures must be sutured. 
Rupture of the extensor tendon in fingers occurs dur- 
ing ball playing and ruptures of the bending tendon 
during tug-of-war. A tearing off from the anterior 
superior iliac spine is a common occurrence in ju- 
venile runners. Ruptures of the adductor and gas- 
trocnemius muscles are therapeutically unimportant; 
those of the quadriceps tendon, common in football 
players and ice skaters, must be sutured; and those of 
the tendo achillis, common in football and _ tennis 
players, are becoming increasingly frequent in skiers. 


Ocular Injuries in Athletes.—-At the same meeting, 
K. Safar said that, because myopic athletes are par- 
ticularly susceptible to ocular injuries, this condition 
should be especially looked for in the medical ex- 
amination of athletes. About 5% of detachments of 
the retina are due to athletic exercises. Persons with 
a tendency to retinal detachment may be allowed to 
swim but not to dive. Before a rational operation for 
retinal detachment had been devised, a well-known 
diver became blind in one eye because of retinal de- 
tachment. She did not give up diving, despite warn- 
ings, and became blind also in the other eye. 


Electrocardiographic Changes Associated with Car- 
diac Hypertrophy.—At the same meeting, L. Slapak 
stated that changes in the electrocardiogram may 
occur in well-trained athletes. The differential diag- 
nosis between these changes and those of patholog- 
ical origin may be difficult. The most important of 
these changes are a prolongation of the PQ interval 
of more than 0.2 second and a prolongation of the 
relative QT interval. These changes are observed 
with the patient at rest. When an extra load is placed 
on the heart, the tracings become normal and even 
subnormal measurements may be found. A sure diag- 
nosis of a cardiac lesion can be made only after plac- 
ing a heavy extra load on the heart. The loading test 


‘The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


must be carefully performed. A decrease in the ST 
interval of 0.1 to 0.15 mv. is observed in young per. 
sons after exertion, but this is not considered abnormal 
if the interval returns to normal after a short time. 
Changes in the T waves in athletes may consist of a 
primary decrease noted immediately after a slight 
extra load which lasts only for a few minutes and 
does not recur with a moderate or heavy extra load. 
The one-minute peak after a one-minute overload and 
a so-called secondary decrease can be observed three 
to five minutes after an extra load. This parallels the 
degree of cardiac fatigue. It may be observed after a 
moderate or heavy overload placed on the heart of 
untrained persons and indicates that the limit of 
tolerance has been reached. Its occurrence can be 
delayed by training. Higher amplitudes with chest 
wall leads and a physiological incomplete right bun- 
dle-branch block may be observed in well-trained 
athletes. This is not an abnormal sign. Likewise, 
severe bradycardia, temporary Tawara’s rhythm, or 
transitory atrioventricular dissociation may occur on 
a purely physiological basis in athletes. 


Cytological Diagnosis.—At the meeting of the Aus- 
trian Gynecologic and Obstetric Society in March, 
H. Kremer said that the reliability of Papanicolaou’s 
cytological test depends on the care used in taking 
the smear and on the medical experience of the ex- 
aminer. The accuracy of early diagnosis of cervical 
cancer and of uterine cancer in situ was proved in 
88.2% of the 10,688 patients who were examined by 
this method between September, 1954, and June, 
1956. The two years were subdivided into three peri- 
ods, with the same number of patients in each period. 
The per cent of an accurate early diagnosis (84.8%, 
86.6%, and 93.7%) showed a steady increase. Accord- 
ing to the results, cytology proved to be valuable for 
detecting cervical carcinoma. The use of cytology by 
the practitioner is recommended, since only a precise 
technique in securing the smear is required. The smear 
itself must be examined by an experienced cytologist. 


Vitamin B, Levels in Patients with Carcinoma.—At the 
meeting of the Austrian Society for Gynecology and 
Obstetrics in February, O. Seeliger stated that the 
vitamin Bg levels in the blood and tissue of normal 
mice and of those with carcinoma are significantly 
different. Similar studies in man have not been re- 
ported. Vitamin B, determinations in man had pre- 
viously been made only in the feces and urine. It was 
possible to determine the vitamin Bg level in the blood 
of healthy women and of those with carcinoma only 
after a slight modification of the method of microbio- 
logical determination of Atkins and co-workers. They 
used Saccharomyces carlsbergensis 4228 as a bioassay 
organism for vitamin Bg determination in the blood 
of monkeys. The determinations of the vitamin Bg level 
in the fasting blood of healthy women and of those 
with carcinoma of the sex organs did not show sig- 
nificant differences. A second group of patients was 
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given 50 mg. of vitamin B, intravenously, and the 
changes of the vitamin Bg level in the serum were de- 
termined after 5, 15, and 30 minutes and 1, 2, and 24 
hours. The highest values of vitamin By, were obtained 
after 5 and 15 minutes, respectively, whereas the main 
portion of the injected vitamin By had disappeared 
almost entirely after two hours. After 5 to 15 minutes, 
the vitamin Bg levels in the diseased women were sig- 
nificantly lower than those in the healthy women. 


Properdin Titer.—At the meeting of the Austrian So- 
ciety for Microbiology and Hygiene in Vienna in 
March, Dr. W. Auerswald, of the Vienna University, 
reported on the effects of polypeptides of low molecu- 
lar weight on the properdin titer of rabbits. His prepa- 
ration, which had been proved nonantigenic and 
phagocytosis-stimulating previously, induced, after in- 
tramuscular administration in doses of 2 mg., an in- 
crease of the properdin titer from 8 units per milliliter of 
serum up to 64 units per milliliter. After 48 to 72 
hours, the properdin level returned to the initial read- 
ing. It is assumed that, contrary to lipopolysaccharides 
which are antigenic, this polypeptide preparation 
might be useful for stimulating the properdin system 
without antigenic side-effects. 


BRAZIL 


Stellate Ganelion Block in Vascular Diseases of the 
Brain.—Dr. A. Figueiredo reported to the Associacao 
Paulista de Medicina on 340 patients with nonhemor- 
rhagic symptoms of acute vascular accidents of the 
brain in whom he had performed a stellate ganglion 
block. Of these patients, 256 had symptoms of cerebral 
‘thrombosis without complications, 30 had a history of 
cerebral thrombosis complicated by cardiac decom- 
pensation or by diabetes, and 54 showed signs of 
cerebral embolism. In all cases a 1% solution of pro- 
caine was injected through the anterior route. The 
minimum time elapsed between the onset of the 
vascular accident and the first block was two and 
one-half hours and the maximum time was three days. 
The block was repeated in each patient at least 10 
times. On the first day it was repeated every four 
hours and after that twice daily. The results obtained 
after the Ist and the 10th blocks were evaluated in 
relation to the motor recuperation and the mental be- 
havior of the patient. The results were better in pa- 
tients in whom the infiltration was done during the 
first hours after the onset of the symptoms. Of the 40 
patients treated in the first 8 hours, 72.5% after 1 block 
and 85% after 10 blocks were benefited; of the 57 
treated after 9 to 16 hours, 70.1% after 1 block and 
77.1% after 10 blocks were benefited; of the 55 treated 
after 17 to 24 hours, 38.1% after 1 block and 54.5% 
after 10 blocks were benefited; and of the 188 treated 
after 25 hours, only 22.7% after 1 block and 29% after 
10 blocks were benefited. Thus 162 patients, or 48%, 
showed some improvement after 10 blocks. The best 
results were obtained in patients with thrombosis 
without complication (improvement in 121 of 256 
cases, or 47.3%) and in those with cerebral embolism 
(improvement in 41 of 54, or 75.9%). 
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The patients with thrombosis complicated by dia- 
betes and those with cardiac insufficiency did not 
respond to the treatment. Thus, of 30 such patients, in 
2 there was only slight improvement and in 21 the 
symptoms were unchanged; 7 died during the treat- 
ment. In 42 patients, an electroencephalogram was 
obtained, and in all of them before the first block it 
revealed slow waves of low potential in the damaged 
hemisphere. In 14 patients an electroencephalogram 
was again obtained three to five hours after the block, 
and in 12 of these the slow waves had disappeared. In 
the remaining 28 the electroencephalogram was re- 
peated after the 10th block. In only 2 patients was 
there an increase in the blood flow, but clinical im- 
provement was chserved in 10. Stellate ganglion block 
gives good results in patients with acute vascular 
accidents of the brain without hemorrhage or the 
complication of diabetes or cardiac insufficiency. 


Penicillin in Dementia Paralytica.—Dr. A. B. Fortes 
(O Hospital 50:645, 1957) states that he treated three 
groups of 30 patients with dementia paralytica. The 
patients of the first group were given malariotherapy 
followed by penicillin and showed an improvement 
rate of 50%. Those of the second group were given 
1 million units of procaine penicillin G daily for 10 
days and showed the same rate of improvement. Those 
of the third group were given 2.4 million units of ben- 
zathine penicillin G on the first, fifth, and ninth days 
plus 500,000 units of potassium penicillin G, every 12 
hours, or a total of 17.2 million units in 10 days. This 
schedule gave an improvement rate of 83.3% and sig- 
nificant improvement in the serologic and spinal fluid 
findings. The patients treated with penicillin shortly 
after the diagnosis was established showed apprecia- 
ble improvement, becoming quieter, less delirious and 
less agitated. Their body weight also increased. The 
author believes that treatment with penicillin is 
superior to malariotherapy and that the relative efficacy 
of the different forms of penicillin should be evaluated. 


Restaurant Sanitation.—In 1947, Dr. D. A. Christovao 
examined the sanitary conditions of 1,568 eating and 
drinking utensils of restaurants in the central area of 
the city of Sao Paulo. Only 14% of the coffee cups and 
one lot of glasses from restaurants were considered 
satisfactory (maximum of 100 bacteria per utensil )- 
The large number of bacteria present on all types of 
utensils and the large percentage of lots in which 
pathogenic organisms were found, as well as the 
number of lots from which Escherichia coli were 
isolated, revealed the existence of a great sanitation 
problem. In a new survey (Revista paulista med. 
49:385, 1956), the author has found practically the 
same situation. This is especially deplorable in view of 
the fact that many other activities of the Sao Paulo 
State Health Department have shown great progress in 
the last decade. 


FINLAND 


Operation for Sciatica.—Dr. E. V. S. Koskinen ( Annales 
chirurgiae et gynaecologiae Fenniae, supp. 3, vol. 46, 
1957) made a follow-up examination of 104 patients 
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with sciatica in whom herniation of the nucleus pul- 
posus was treated surgically. Not counting earlier 
attacks of sciatic and back pain, all patients had had 
on admission continuous pain in the leg of at least 
one year’s duration (average 26 months.) All the pa- 
tients showed distinct lesions of the nucleus pulposus. 
The occupation of 67 involved hard work, that of 20 
semihard manual work, and that of 17 light work. 
The postoperative follow-up period was one to five 
years. It was found that the pain syndrome with 
simultaneous onset in the back and leg occurred most 
commonly as a consequence of trauma. In this series, 
41% were completely cured, 45% were sufficiently im- 
proved to resume work, and 14% continued to suffer 
from sciatica. Leg pain disappeared entirely in 60% of 
the patients, and in 26% slight and intermittent pains 
occurred. Back pain was completely relieved in 46%; 
slight intermittent back pain remained in 36%; and 
continuous back pain persisted in 18%. Restricted flex- 
ibility of the back, a constant symptom prior to admis- 
sion, persisted in 19% of the patients. The percentage 
with scoliosis had dropped from 78 to 5. In patients 
with areflexia the return of the reflexes was slow. 


Otological Rehabilitation.—A research section for re- 
habilitation of the disabled has been organized in 
connection with the Institute for Occupational Health 
on the initiative of the Ministry for Social Affairs. A 
total of 1,472 disabled persons were examined there 
in a little over three years; of those, 219 (15%) re- 
quired an otological examination. They were classified 
by J. S. Lumio according to their disability (Duodecim, 
no. 1, 1957) in the following manner: 1. Persons 
whose principal disability was hearing loss. Forty- 
seven persons, or 3.2% of all disabled persons, were in 
this group. Of these, 26 were completely deaf and 21 
severely hard of hearing. 2. Persons whose principal 
disability was something other than hearing loss but 
whose hearing loss was definitely disabling. This group 
consisted of people who were severely hard of hearing 
or unilaterally deaf. 3. Persons whose principal dis- 
ability was something other than hearing loss but 
whose hearing was depressed, though not to the degree 
of causing disability. There were 93 persons in this 
group. 4. Disabled persons whose hearing was found 
to be normal on examination or became normal after 
treatment. There were 49 in this group. 

Further analysis revealed that of the total series 
11.5% had hearing loss and 5.2% (66) were deaf or 
severely hard of hearing. Of those suffering from 
chronic otitis media, 17 required medica] attention, 
and 2 of those were advised to undergo a radical 
mastoid operation. Of those who were deaf and severe- 
ly hard of hearing, 3 spoke intelligibly; 27 indistinctly, 
though the meaning could be understood; and 9 so 
indistinctly that no meaning could be made out. Four- 
teen persons were excellent lip readers and 9 knew 
little or no lip reading; 27 disabled persons used a 
hearing aid, and 20 others were fitted with hearing 
aids. Speech training was recommended to 3 persons, 
and occupational training was required by 120. 


Pulmonary Vascular Changes Associated with Patent 
Ductus Arteriosus.—Landtman and Hjelt (Annales 
Paediatriae Fenniae, vol. 3, part 1) reported on a series 
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of 23 children with patent ductus arteriosus. Lung 
biopsy specimens were taken at the operation before 
ligation of the ductus. Similar specimens obtained at 
autopsy from 100 children who had died of causes un. 
related to the heart or lungs served as controls. Al] 
the. patients with patent ductus arteriosus revealed 
histological changes suggestive of pulmonary ar- 
teriosclerosis. These changes, which were confined to 
the small arteries and arterioles, consisted mainly of 
medial hypertrophy, intimal proliferation, and thick- 
ening of the tunica adventitia. The lesions usually 
caused narrowing of the arterial lumen. Alveolar 
fibrosis was occasionally seen. Similar pulmonary vas- 
cular changes were not encountered in the control 
group. There was no correlation between the degree 
of the histological changes and the clinical data on the 
patients. These observations support the opinion that 
all patients with patent ductus arteriosus should be 
operated on regardless of the severity of the symptoms 
and clinical signs. 


ITALY 


Neuroradiologic Congress.—The Italian Neuroradio- 
logic Congress was held in Modena in March. Dr. 
Decker, of the Neurologic Clinic of the University of 
Munich, Germany, demonstrated a new pneumo- 
encephalographic technique. The modification con- 
sisted in the fact that the air, introduced by spinal 
puncture, is followed fluoroscopically in its passage 
through the subarachnoid spaces and the ventricular 
cavities of the brain, An amplifying electronic device 
is used to enhance the brightness of the screen, which 
is looked at through a binocular system. Spot films are 
taken when desired. A cineroentgenographic film of the 
screen may be made, with 50 frames a second being 
used. The fluoroscopic control of pneumoencephalog- 
raphy has proved advantageous in that there is greater 
certainty of filling the ventricular system; it is not 
necessary to develop the films to ascertain the location 
of the air; films may be taken when the air lies in the 
desired spot; and the examination may be interrupted 
if a cerebellar pressure cone should develop. 

Dr. Di Chiro, of Naples, presented a case thought to 
be the first one to be reported of retinocerebellar an- 
giomatosis combined with deep cervical angiomas. A 
26-year-old man, blind since the age of 16, was hos- 
pitalized with signs of increased intracranial pressure, 
ataxia, and severe radicular pain in the left upper 
extremity. Typical retinal angiomatosis was found. 
A roentgenogram of the skull showed calcification of 
the walls of both eyeballs. Left vertebral angiography 
revealed at least two angiomatous formations in the 
posterior fossa and two angiomatous sacs embedded 
deeply in the cervical region at the level of the third 
vertebral body. Carotid angiography failed to reveal 
any supratentorial vascular anomalies. The intense 
radicular pain in the left upper extremity was believed 
to be caused by the cervical angiomas pressing on the 
nerves of the brachial plexus. 

Drs. Di Chiro and Catapano presented the results 
of a pneumoencephalographic study of 18 patients 
with dementia paralytica. Dilatation of the ventricular 
system and/or of the subarachnoid spaces, the former 
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a sign of central atrophy, the latter a sign of cortical 
atrophy, was found in all patients. Dilatation was al- 
ways bilateral; this is considered an important feature 
of the pneumoencephalogram in patients with dementia 
paralytica. The pneumoencephalogram in these pa- 
tients is fairly characteristic. In one patient suspected 
of having an intracranial neoplasm, the pneumoen- 
cephalogram was characteristic of dementia paralytica, 
and this diagnosis was eventually confirmed. The pneu- 
moencephalogram is of great diagnostic value in bor- 
derline cases of dementia paralytica. Furthermore, 
concomitant lesions, as in one of the authors’ patients 
with a subdural hematoma, may be discovered by 
means of a pneumoencephalogram. Dilatation of the 
ventricular system was more frequently found in older 
patients, whereas a high degree of widening of the 
subarachnoid spaces has been proved to be related to 
advanced mental deterioration, regardless of the pa- 
tient’s age. The relation between age and dilatation of 
the ventricular system and between mental deteriora- 
tion and widening of the subarachnoid spaces, proved 
by the authors in patients with dementia paralytica, 
is believed to be a general rule. The pneumoencephalo- 
gram in aged patients who have retained their mental 
functions shows only enlarged ventricles in most cases. 
The hydrocephalic child with enormous ventricular 
dilatation is often surprisingly active. On the contrary, 
the subarachnoid spaces are found to be markedly 
widened in patients with senile and presenile de- 
mentia and in those with dementia paralytica. 


PERU 


Cerebral Metastasis from Lung Cancer.—Lung cancer 
is the malignant tumor that gives rise to the largest 
incidence of cerebral metastasis. Ten cases of bron- 
chogenic carcinoma with cerebral metastasis are 
reported by Jeri and Landa (Revista de neuro- 
psiquiatria, vol. 19, no. 2, 1956). Four of the patients 
complained of respiratory and six complained of 
neurological symptoms. Their ages ranged from 36 to 
64 years; nine were men and one was a woman. Six 
were heavy smokers. The respiratory symptoms were 
cough, with or without sputum, and thoracic pain. 
The six patients complaining of neurological dis- 
turbances had little, if any, respiratory distress. On 
radiologic examination signs of intracranial expanding 
lesions and of lung tumor were detected in all of the 
patients. In seven patients cytological study of bron- 
chial secretion followed by bronchoscopy was made. 
In four of these the former procedure and in five the 
latter confirmed the diagnosis. The neurological 
changes induced by the cerebral metastasis were head- 
ache in eight patients, convulsions in six, motor 
changes in eight, papilledema in six, and various de- 
grees of cerebral amnesia in seven. The changes were 
noted from 10 days to 6 months before consultation 
and in most patients had developed rapidly. Labora- 
tory studies were of little help in the diagnosis of the 
cerebral lesions. The electroencephalogram was nor- 
mal in three of five patients thus studied. Nine pa- 
tients died, most of them within 90 days after con- 
firmation of the diagnosis. Craniotomy was attempted 
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in five, but four died shortly after the operation. Six 
were treated by roentgenotherapy; only one of these 
was still alive at the time of writing. The authors 
stress the importance of early diagnosis and com- 
plete removal of the primary lesion before metastasis 
occurs. 


Shock Therapy and Adrenal Function.—In an attempt 
to clear up the status of the adrenal function of psy- 
chiatric patients, specially in those undergoing shock 
therapy, investigations on the uropepsin excretion, as 
an indirect index of adrenal function, were reported 
by M. Vargas in the same issue. Hourly determination 
of this enzyme was made in 46 patients suffering from 
diverse neuropsychiatric conditions other than schizo- 
phrenia and in 45 schizophrenic patients. All the pa- 
tients were men. In those with schizophrenia and 
chronic alcoholism the average levels of uropepsin 
were found to be somewhat lower than normal. In 
those with manic-depressive psychosis the uropepsin 
excretion proved to be higher during the manic and 
lower during the depressive phase. In most patients 
electroshock stimulated the adrenal cortex, and the 
uropepsin excretion more than doubled. The hypo- 
glycemia induced by insulin also acted as a powerful 
stressor agent, since in almost all of the patients in a 
coma the uropepsin excretion rate rose to 132% over 
the basal figure. The uropepsin excretion reached the 
highest levels in the first four hours after insulin in- 
jection and then began to drop slowly. Late in the 
course of the treatment, after several applications of 
shock therapy, the stimulating effect on the uropepsin 
excretion shows marked diminution. Combined treat- 
ment with electroshock and insulin increases the uro- 
pepsin excretion, even in those patients in whom only 
one type of therapy no longer results in cortical stimu- 
lation. The author concludes that (1) the adrenals of 
the schizophrenic do not react in the same way as 
those of the normal subject; (2) hypofunction of the 
whole gland cannot yet be inferred; (3) it is more 
likely that some functions are diminished, some in- 
creased, and some unchanged; and (4) the basic phy- 
siological modifications of the adrenals in schizo- 
phrenia may be represented by qualitative disturb- 
ances in the steroidogenesis, though quantitative 
changes cannot be ruled out. 


Mammary Cancer.—Dr. Bedoya Hevia M. advocates 
the performance of radical mastectomy followed by 
roentgenotherapy in the treatment of mammary can- 
cer (Ginecologia y Obstetrica, vol. 4, no. 2, 1956). He 
believes that the more extensive operation requires 
further trial and long-term evaluation before being 
adopted in the routine management of this disease. 
In suitable cases needle biopsy is routinely made on 
the day before operation. Its performance does not 
prejudice the prognosis and may make the treatment 
safer. If positive, radical mastectomy is carried out 
on the following day. If negative, a frozen biopsy 
specimen is obtained with the patient under anes- 
thesia, and a radical mastectomy is performed if the 
histological examination reveals cancer. Blood trans- 
fusions are mandatory during the operation. In a 
series of 54 patients, radical mastectomy was followed 
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by roentgenotherapy in 50 and in the remaining 4 
simple mastectomy and roentgenotherapy were used. 
Of the 50 patients, 21 survived for five years or more, 
axillary metastases being present, however, at the 
time of report in 13 of them. The extended operation 
in which the supraclavicular lymph nodes are removed 
is not advised by the author, because the presence of 
metastases in these nodes constitutes a contraindica- 
tion for radical mastectomy. As to mastectomy with 
resection of the internal mammary chain of lymph 
nodes, the author believes that further experience is 
needed in order to determine its real value and pre- 
cise indications. In the elderly patient who is a poor 
surgical risk, as well as in the patient with an ulcer- 
ated tumor, the author recommends simple mastec- 
tomy as a palliative measure. When isolated recur- 
rences take place, they are surgically removed and 
roentgenotherapy is applied. The author has _per- 
formed an oophorectomy in some of these patients with 
encouraging results. 


Cancer of the Uterine Cervix.—At a meeting of the 
Peruvian Society of Obstetrics and Gynecology in 
October, Dr. Estevez L., of the National Institute of 
Neoplastic Diseases, said that pelvic exenteration in 
selected cases of cancer of the uterine cervix goes be- 
yond being a palliative measure and is definitely cura- 
tive. Of his series of 14 pelvic exenterations, 13 were 
total and 1 was of the anterior type. The operative 
mortality was 30.7%. Eighteen months after the opera- 
tion, nine patients, including the one operative death, 
had died. Drs. Majluf T. and Napoleén Mattos R., of 
the same institute, reported on a series of 1,224 pa- 
tients treated by irradiation. Of those, 19.2% could 
not be followed. Of the remainder, 49.5% died within 
four years; 43.5% survived over five years, 41.0% over 
six years, and 34.2% over eight years. 


Obstetric Anesthesia.—At the same meeting, Dr. Lozano 
Pardo reported on 120 patients who underwent anes- 
thesia and analgesia during labor. He tried three dif- 
ferent mixtures: (1) chlorpromazine hydrochloride, 
meperidine hydrochloride, and promethazine hydro- 
chloride; (2) chlorpromazine, meperidine, and sco- 
polamine; and (3) chlorpromazine, pyrazolonic deriva- 
tives, and promethazine. The best analgesic effect was 
elicited by the second mixture, but the first proved to 
have the best sedative action. The results obtained 
with the third mixture were poor. 


Eclampsia.—At the same meeting, Dr. Bazul M. and 
co-workers, of the Faculty of Medicine, described two 
patients with eclampsia in whom an abnormal increase 
of the blood levels of estrogens as well as a decrease of 
the serum calcium levels were detected. He suggested 
the possibility that the hypocalcemia and the attendant 
syndrome of tetany in pregnancy are likely to be 
caused by a parathyroid dysfunction, the excess of 
estrogens of placental origin tending to diminish 
further the serum calcium levels. Drs. Villamén F. and 
Valiente Preciado H. advocated the “lytic cocktail” 
given intravenously in isotonic dextrose solution in 
the treatment of eclampsia. Dramatic clinical response 
often occurs 24 to 48 hours after this therapy is started. 


J.A.M.A., June 1, 1957 


UNITED KINGDOM 


Brucellosis in Children.—Although brucellosis is , 
relatively rare condition in Great Britain, Wallis 
scrutinizing the records of 2,000 hospitalized childrey 
seen personally, found 10 cases, most of which pre. 
sented diagnostic puzzles and in three of which diag. 
nosis was made in retrospect (Brit. M. J. 1:621, 1957), 
All the patients, most of whom came from rural dis. 
tricts, had drunk unpasteurized milk, although jy 
some cases it was from tuberculin-tested herds. Some 
of the patients were town dwellers who became in. 
fected during a summer vacation in the country. The 
chief manifestations of the disease were pyrexia; en- 
largement of the liver, lymph nodes, and _ spleen; 
arthritis; epistaxis; chronic abdominal pain; head. 
ache; constipation; and albumin or pus cells in the 
urine. An erroneous diagnosis of psychoneurosis was 
sometimes made. Wallis peints out that agglutination 
and skin tests may be negative while the disease is 
still active, and hence the diagnosis may have to be 
made on clinical grounds alone. He states that the 
best method of prophylaxis is to eradicate the disease 
from cattle by inoculation of calves with a vaccine of 
attenuated Brucella abortus strain 19. Until this is 
done the second line of defense is compulsory pas- 
teurization and compulsory reporting so that health 
officers can trace outbreaks of the disease. The threat 
of legal proceedings against the distributors of in- 
fected milk and the owners of infected herds should 
stamp out the disease. 


Pituitary Implants of Radioactive Gold and Yttrium.- 
Symptomatic improvement or even arrest of mammary 
and prostatic carcinoma occurs in some patients after 
removal or destruction of the adenohypophysis. One 
method of destruction is to introduce a radioactive 
isotope into the pituitary gland through a cannula 
passing through the nose and the sphenoidal sinus. 
Stretton Young described the structural changes in 
the pituitary after the implantation of radioactive 
isotopes of gold and yttrium (Lancet 1:548, 1957). 
Pituitaries were obtained at autopsy from patients 
who had previously received radioactive pituitary im- 
plants for mammary or prostatic carcinoma. Irradia- 
tion varied from periods of 31 hours to 150 days. In 
no case did the implants cause complete necrosis of 
the pituitary. A minimum of about 70,000 r of gamma- 
irradiation appears to be necessary to cause necrosis 
in most parts of the gland, and cells adjacent to the 
capsule and those around blood vessels are more re- 
sistant to radionecrosis than those elsewhere. Chromo- 
phobic, eosinophilic, and basophilic cells appear to 
be equally susceptible to the necrotizing effects of 
beta and gamma-irradiation. On the basis of absence 
of mitotic activity there is no evidence of regeneration 
after irradiation. 


Growing Life Expectancy.—The life tables volume o! 
the Registrar General’s Decennial Supplement for Eng: 
land and Wales, 1951, now published, shows that the 
life expectancy of a boy at birth has increased by nearly 
15 years in the past 40 years; for a girl, the increase is 
more than 16 years. In 1910 to 1912, 120 of every 1,000 
boys born and 98 of every 1,000 girls born died before 
reaching their first birthday. The corresponding figures 
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for 1950 to 1952 were 33 boys and 25 girls. The lon- 
gevity of women has increased more than that of men. 
At age 60, for instance, the life expectancy in 1950 to 
1952 for men was about 14% years, an increase of only 
¥ year on the figure of 20 years earlier, whereas for 
women the life expectancy was 18 years, an increase of 
14 years in this period. Persons living in England have 
a higher life expectancy than those living in Scotland 
or Wales. In rural areas the mortality, particularly for 
men, is much lower than the national average. 


Deaths from Tuberculosis and Cancer.—Provisional fig- 
ures for deaths in England and Wales, in 1956, issued 
by the registrar general, show that the total number of 
deaths from respiratory tuberculosis was 4,851, com- 
pared with 5,837 in 1955, giving a death rate of 109 per 
million persons. This is a decrease of 17% compared 
with the previous year, and means that, since 1947, the 
death rate from respiratory tuberculosis has fallen by 
more than 75%. The provisional death rate from all 
forms of cancer for men was 2,274 per million popula- 
tion and 1,891 for women; the 1955 figures were 2,252 
and 1,873 respectively. The rise in the rate for men in- 
cludes an increase from 693 to 726 per million popula- 
tion for deaths from cancer of the lung and bronchus. 
The corresponding rate for women increased from 106 
per million in 1955 to 111 in 1956. 


Mental Disease Statistics.—In the annual report of the 
Institute of Psychiatry of the University 6f London, an 
examination of the records of 11,000 mental patients is 
discussed, Of the 9,000 patients admitted to observation 
units, just over 25% recovered quickly from short-lived 
disturbances, so that after two or three weeks they 
were able to return home. Of those admitted, 7% died 
in the observation units. Many of these were suffering 
from a confusional state, delirium, or other mental 
disease accompanying the later stages of physical dis- 
ease. From the first admission rates, it is calculated 
that, of every 1,000 babies born, 53 will be admitted 
at least once in their life to a mental hospital; 10 of 
these will suffer from schizophrenia, 11 from manic- 
depressive and involutional psychoses, 24 from psy- 
choses of old age, 2 from organic psychoses (excluding 
cerebral arteriosclerosis ), and 6 from other mental dis- 
orders. The first admission rates also show a striking 
difference in regard to the marital status of the pa- 
tients. In the group of men aged between 30 and 49 
years, the number of first admissions per million was 
1455 (+196) for single men and 299 (+38) for mar- 
tied men; the corresponding figures for women were 
1,262 (+173) and 536 (+52). Moreover, single per- 
sons stayed in hospital for longer periods than married 
persons. In brief, single persons were found to be more 
likely than married persons to enter mental hospitals, 
and, once in, they were less likely to reach the point 


at which they could be discharged. 


Enteritis from Tortoise—M. E. M. Thomas (Month. 
Bull. Min. Health 16:29, 1957) reports that in May, 
1955, a Moroccan tortoise was introduced into a house- 
hold in which there had been a pair of tortoises for the 
preceding two years. Within a month the condition 
of the two older tortoises had deteriorated and they 
suffered loss of appetite, and all five children in the 
household suffered from acute enteritis. The new tor- 


FOREIGN LETTERS 599 


toise was found to be heavily infected with a salicin- 
fermenting paracolon organism resembling Salmonella 
paratyphi B. Feces were not examined until two weeks 
after the illnesses, but the tortoise type of paracolon 
bacillus was then isolated in pure culture from one 
child who was 18 months old. The organism was prob- 
ably an atypical member of the Arizona group. 


Fats and Coronary Thrombosis.—In a paper read be- 
fore the Manchester Medical Society, Dr. J. N. Morris, 
the director of the Medical Research Council's social 
medicine research unit, stated that he was unable 
to trace any correlation between mortality from coro- 
nary heart disease and trends in fat consumption. In 
his view, the marked variations in the mortality in west- 
ern countries with comparable high-fat intakes were in 
accordance with the suggestion that total fat consump- 
tion was the critical factor, Changes in the consumption 
of animal fat in Great Britain in the present century 
could be related to changes in the incidence of coro- 
nary atheroma as recorded at the London Hospital, 
but they showed no relation to the registrar general's 
figures on mortality from coronary heart disease. The 
trend of consumption of butterfat in Great Britain 
showed less than no relation, as indicated by the steep 
increase in the number of coronary deaths since 1943. 
Changes in the intake of vegetable fats showed a clos- 
er relation to the mortality, and changes in intake of 
hydrogenated fat showed a still closer relation, except 
that the distribution of coronary mortality by social 
classes was not in accordance with the class pattern of 
margarine intake. International evidence is even more 
contradictory. In Norway, where there is high consump- 
tion of margarine, there seem to be fewer cases of 
fatal coronary thrombosis than in New Zealand where 
little margarine is eaten. Are the Norwegians protected 
by eating fish? If so, this does not explain why Aber- 
deen reported twice the coronary death rate of Oslo. In 
terms of total essential fatty acids, the only available 
data for Great Britain give no support to the hypoth- 
esis that the population is now suffering from an 
absolute or relative deficiency of these nutrients. One 
possible explanation of the apparent anomalies of the 
present moment is that several dietary factors may be 
involved or that diet is only one of several causes of 
ischemic heart disease. 


Plastic Transfusion Sets.—The use of plastic instead of 
rubber tubing has reduced the incidence of thrombo- 
phlebitis by about 50%, according to a report to the 
Medical Research Council (Lancet 1:595, 1957). The 
tubing used in the trials was made of polyviny] chlo- 
ride with added plasticizer and stabilizer. In a com- 
parable control series, the standard rubber sets sup- 
plied by the National Blood Transfusion Service were 
used. Among the infusions lasting more than 12 hours, 
reactions occurred in 32% of those with the plastic 
sets and in 56% of those with the rubber sets. The 
percentage of severe and moderately severe reactions 
was 18 for those with the plastic sets and 34 for 
those using the rubber sets. The incidents and sever- 
ity of thrombophlebitis increased appreciably with the 
length of the infusion for each set. The superiority of 
the plastic set was apparent in each of the groups 
studied. 
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GARDENING AS A HOBBY 


One of the more agreeable consequences of pursuing 
the suburban way of life is to be found in the garden. 
A garden is sensitive to the will of the caretaker; it 
has to meet the needs and the taste of the person who 
undertakes the responsibility for its care. The physi- 
cian who cultivates gardening as a hobby will find it 
both an art and a science, as well as a healthful and 
delightful outdoor activity. 

In gardening, soil management is, first of all, of the 
utmost importance. Soil should be prepared with one 
of the animal manures, rot from stables or fecal matter 
from the chicken, sheep, or cow. This should be thor- 
oughly worked into the soil and can be used at the 
rate of 1 lb. for every 3 sq. ft. Most garden soils are 
comprised of five intermingled components: mineral 
substances obtained from the slow disintegration of 
rock surfaces; humus or decaying organic matter; large 
quantities of minute living organisms such as bacteria, 
protozoa, and fungi; water, which holds in solution the 
dissolved mineral salts; and air. 

Experts on gardening point out that fall is the best 
time to remodel a garden. As summer dissolves into 
autumn, there is a noticeable feeling of change taking 
place in the garden. Overcrowded iris or day lilies re- 
quire digging or division, delphinium must be moved 
to sheltered spots, and storm-damaged trees must be 
repaired or thinned. Also there are shrubs to be planted, 
there is a lawn to be redone, and there are fences to 
be built or paths to be paved. 

Almost every gardener takes pride in the beauty of 
his lawn. Unfortunately, too many people fail to recog- 
nize that a lawn is not a matter of temporary planting 
—on the contrary, it is a matter of permanent planting. 
An adequately prepared lawn, one planted for posteri- 
ty, may be as permanent and luxuriant as the trees that 
cast their shade over it. Many lawns that surround the 
attractive manor homes of England were actually 
planted more than 500 years ago. In creating a success- 
ful lawn, provision should be made for adequate prep- 
aration of the soil before planting, selection of proper 
seed, and sowing, watering, and rolling. Most home 
owners desire a lawn of luxuriant green turf which 
will withstand a reasonable amount of wear and can 
be maintained with a minimum expenditure of time 
and money. Kentucky bluegrass will meet these re- 
quirements more completely than any other type of 
lawn grass under average conditions of care and main- 
tenance. However, Kentucky bluegrass has several 
definite requirements for satisfactory growth. It pre- 
fers a moderately cool climate, it requires a fairly fer- 
tile soil, it thrives best on good garden loam with a 
tendency toward heaviness, and it requires a soil with 
a pH ranging between 6 and 7.5. 

The term “annual” is applied to flowering or foilage 
plants that give good results in a single season from 
seeds, such as petunia, zinnia, sweet alyssum, or castor 
bean. Perennials have the added advantage of relative 
permanence. Once planted, most perennials do not 
require resetting for three years. Many of them pro- 
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duce springtime flowers, before the annuals appea 
above the ground, while most perennials produce plen. 
ty of bloom before late summer or fall. 

A few well-planted beds of roses within a small ep. 
closure can provide a great deal of pleasure throughout 
the season. Partly because of the special esteem jy 
which the rose is held, partly because of the cultura 
requirements of the rose, and partly because the rose 
lacks the fullness of growth characteristic of some 
cultivated plants, it demands special compositional 
arrangement. In planning a rose garden, a few essen. 
tial considerations should be kept in mind: an ep. 
closure that does not lack air and that gives shelter 
from the wind; a background wall or hedge from 
which the blooms may be seen to the best advantage. 
and a geometric pattern to give the design definite 
form, so that the garden will have a beauty of its own 
When roses are cut for decorative purposes, the 
should preferably be cut éarly in the morning, before 
they have been affected for hours by the sun. 

Ever since the Alpine garden and the wild garden 
were introduced in England in the second half of the 
19th century, the many possibilities of rock gardens 
have had a steadily increasing vogue. At its best, a 
rock garden consists of a collection of Alpine plants in 
an environment closely approximating the conditions 
of their native habitat. True Alpine plants grow in a 
stone soil that is moist but through which water passes 
readily. The regions of our country which favor the 
development of rock gardens are found near the Great 
Lakes, the mountains and hills of the Appalachian 
chain, the rugged landscapes of New England, the 
Rocky Mountain states, and the Pacific Coast. A site 
surrounded by an artificial atmosphere is inappropri- 
ate for a rock garden. A rock garden should harmonize 
with the informality and casual character of natural 
foliage. Honeysuckle, juniper, and Japanese yew are 
several of the shrubs suitable for a rock garden. 

The herb garden was one of the earliest expressions 
of garden art during the Renaissance. Physic gardens 
at that time were planted within the cloistered wall 
of monasteries. From these gardens the Monks dis- 
pensed a variety of medicinal herbs in an effort to 
alleviate the physical suffering and distress of their 
people. This was a period when the enjoyment 0! 
plants for their beauty alone, while not entirely for- 
gotten, was at least secondary in importance to their 
potential therapeutic uses. Plants were regarded as ‘ 
source of medicine, as a flavoring in cooking, as ‘ 
source of color in dyeing materials, and in some it- 
stances for their fragrance alone. Knowledge of these 
plants was general throughout the countryside, as is 
made evident by the wealth of plant names found in 
most European languages. The many superstitions and 
the folklore surrounding such plants were passed 0) 
from one generation to another. 

Early colonial settlers in the United States brought 
with them a knowledge and understanding of the 
various uses of herbs, and before long many familia! 
Old World plants were flourishing in the villages an‘ 
towns of New England. In the 19th century interest i! 
herbs declined steadily, and the herb garden as suc! 
became an almost forgotten thing of the past. Withi! 
the past decade or so, there has been a reawakening 0! 
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interest in the culture and use of herbs, so that once 
again many persons have begun to appreciate the 
quaint beauty and charm of the herb garden. 

Herbs are divided into several groups. Aromatic 
herbs are grown for fragrance, culinary herbs are used 
as favoring ingredients in cooking, and medicinal herbs 
still play a limited role in modern medicine, while 
herbs grown for coloring are incorporated in various 
dyes. 

‘Gardening is a delightful experience for many physi- 
cians. Those physician-gardeners who own a small 
greenhouse are fortunate indeed, as they are able to 
carry on their gardening activities throughout the year. 
New types of greenhouses have recently been designed 
along simple, efficient lines, greatly reducing construc- 
tion costs. A small greenhouse is now well within the 
pocketbook range of many gardeners. Such an invest- 
ment usually pays large dividends in both beauty and 
relaxed, joyful activity. 


MEDICAL FILM REVIEWS 


Safe and Effective Oxygen Therapy: 16 mm., color, sound, 
showing time 22 minutes. Produced in 1956 for and procurable 
on loan from Linde Air Products Company, 30 E. 42nd St., 
New York 17. 


This film outlines the current procedures for admin- 
istering oxygen by mask, catheter, tent, and hood. The 
mechanisms by which the control of oxygen is main- 
tained are stressed. The use of oxygen in Isolettes and 
incubators is described, and the importance of observ- 
ing the oxygen concentration in the incubator is 
brought out. Intermittent positive-pressure breathing 
valves, aerosol, and high-humidity devices are also 
demonstrated and discussed. The flow meter’s re- 
sponse to various types of back-pressure created by 
resistant apparatus and the adjustment for this are 
also shown. Throughout the film, the necessary pre- 
cautions against such things as excessive noise and 
combustion, as well as various possible sources for 
ignition, are stressed and discussed. The importance 


' of maintaining certain concentrations as ordered is 


brought out. This film has been well prepared and is 
highly recommended for medical students, nurses, 
interns, and nurses aides. 


Fractures of the Shaft of the Femur: 16 mm., color, sound, 
showing time 21 minutes. Produced in 1956 by Churchill Wex- 
ler Productions, Los Angeles, for the Veterans Administration. 
Procurable on loan from Central Office Film Library, Veterans 
Administration, Washington 25, D.C. 


This film explains that, in treating fractures of the 
shaft of the femur, the surgeon is working against the 
pull of some of the strongest muscle groups in the 
body. The film discusses the various means of over- 
coming the displacements caused by these muscles. 
Treatment for fractures of the upper, middle, and 
lower portions of the shaft are demonstrated. The 
principles of suspension traction as well as open re- 
duction are illustrated, and the problems of after-care 
are considered. Balanced traction is emphasized, 
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which is proper for a film of this type. The most wide- 
ly used methods of internal fixation are demonstrated 
by diagram and by actual surgical illustration. No 
attempt is made to present the more complicated 
surgical procedures. The photography is excellent, 
with superb diagrammatic illustrations, and the narra- 
tion is excellent. This is a basic teaching film and 
should be of interest to all physicians who treat frac- 
tures. It should be of specific teaching value for those 
in training and for general practitioner groups. 


Stapes Mobilization, Footplate Visualization Method: 16 min., 
color, silent, showing time 11 minutes. Prepared by George E. 
Shambaugh Jr., M.D., Eugene L. Derlacki, M.D., and Wiley H. 
Harrison, M.D., Chicago. Produced in 1956 by Mervin W. 
LaRue, Inc., Chicago. Procurable on loan or purchase ($200) 
from George E. Shambaugh Jr., M.D., 55 E. Washington St., 
Chicago. 

This film depicts the technique of stapes mobiliza- 
tion, as developed by the authors, with photography 
of a complete operation from the injection of local 
anesthesia to the final dressing. This technique em- 
phasizes direct visualization of the footplate at 
16 X magnification through the operating micro- 
scope. The steps in the operation are demonstrated 
by means of endoscopic photography, and the mo- 
tions of the mobilization of the stapes are well shown. 
Of particular interest are the two sequences in the 
film which show clearly how the actual footplate of 
the stapes can be mobilized by this technique. The 
sequence is very good, and clinical data, indications 
for surgery, and results are demonstrated by means 
of charts and audiograms. This is an excellent film 
and should be of particular interest to otolaryngolo- 
gists and otologists. However, there may be interested 
practitioners, medical students, and audiologists who 
would like to view this for a better understanding of 
the physiology of hearing. 


NEW FILM ADDED TO A. M. A. MOTION PICTURE 
LIBRARY 


Principles of Respiratory Mechanics, Part Il: 16 mm., color, 
sound, showing time 21 minutes. Prepared by Jere Mead, M.D., 
Edward P. Radford, M.D., Benjamin G. Ferris Jr., M.D., James 
L. Whittenberger, M.D., Harvard School of Public Health, and 
Matilda C. Smith, National Foundation for Infantile Paralysis. 
Produced in 1956 by Science Pictures, Inc., under a grant from 
the National Foundation for Infantile Paralysis. Procurable on 
loan (service charge $1.00) from Motion Picture Library, 
American Medical Association, 535 N. Dearborn St., Chicago 10. 


This film uses both normal subjects and patients 
with asthma, pulmonary fibrosis, emphysema, and 
respiratory muscle paralysis to illustrate alterations 
in the mechanics of breathing produced by disease. 
Models and animated drawings are used to illustrate 
pulmonary subdivision and such concepts as work of 
breathing and the value of mechanical measurements. 
The pictures of normal and abnormal human subjects 
are supplemented with diagrams which show instruc- 
tive laboratory experiments. The two mechanical 
models are outstanding. The organization of the pic- 
ture is good, and the content is well summarized. The 
photography is excellent. It is a basic teaching film 
and should be most useful in courses on the physiology 
of respiration for medical students during the first or 
second year. It should also interest physicians. 
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INTERNAL MEDICINE 


Lesions of Lung in Geriatric Patients: Incidence and 
Surgical Mortality. E. J. Beattie Jr. J. Am. Geriatrics 
Soc. 5:54-58 (Jan.) 1957 [Baltimore]. 


Of 190 patients with pulmonary lesions that either 
required operation or could not be diagnosed, 79 
were 60 years of age or older. Of the 111 patients who 
were less than 60 years old, 33 had malignant tumors, 
56 had pulmonary infections, and 22 had miscellane- 
ous lesions. Of 46 patients who were less than 60 
years of age and who underwent thoracic operations, 
22 had exploratory thoracotomy and lung biopsy, 17 
lobectomy, and 7 pneumonectomy. One of the 46 pa- 
tients had ventricular fibrillation during the induction 
of anesthesia and died 36 hours after the operation. 
Operative death rate was of 2.2%. Of the 79 patients 
who were 60 years of age or older, 49 had malignant 
tumors, 17 had infections, and 13 had miscellaneous 
lesions, the commonest being pulmonary infarction. 
The incidence of pulmonary cancers thus was 62% in 
the older patients as compared to 30% in the younger 
patients. Of the 79, 47 underwent thoracic operations; 
20 had exploratory thoracotomy, 13 lobectomy, and 
14 pneumonectomy. There were 4 operative deaths 
from pulmonary embolism, pulmonary edema, uremia, 
and pulmonary insufficiency respectively. The opera- 
tive death rate was 8.5%, as compared to 2.2% among 
the patients aged less than 60 years. 


Incidence of Complications Among Elderly Hospital 
Patients. M. Rang. Lancet 1:401-402 (Feb. 23) 1957 
[London]. 


How do older patients fare in hospital? Are older 
patients less able to bear hospital discipline and pro- 
cedures than young and middle-aged patients? Are 
they more likely to develop complications than young- 
er patients? What complications occur in the hospital, 
and what proportion of patients are affected? In an 
attempt to answer these questions a survey was made 
of the complications arising during the 12 weeks from 
July to October in 2 geriatric wards, 1 for men and 1 
for women, each with 30 beds. All conditions arising 
during the survey that had been absent on admission 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As- 
sociation may be borrowed by members of the Association or its 
student organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re- 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
and no photoduplication services are available. No charge is 
made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
for lending but can be supplied on purchase order. Reprints as a 
rule are the property of authors and can be obtained for perma- 
nent possession only from them. 


-rest from home nursing. In all 6 of these patient 


.per 1,000. The author reports observations on 104 pa 
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and that were not clearly related to the patient 
original disease were classed as complications. Dyy. 
ing the period of the survey there were 86 admissio,; 
and 82 discharges. Complications developed in 4 
patients 12 of whom had more than 1 complicatig, 
(60 complications in all). Four of the men and 2 of th 
women had been admitted to give their relatives , 


complications developed. Patients in a general med. 
ical ward with 30 beds and 26 residents of a half-wa) 
house (a residence attached to the hospital for elder| 
persons) served as controls. 

Complications developed in 2 of every 3 patient 
admitted to a geriatric unit, whereas in a genem| 
medical ward complications developed in only 1 ju. 
tient in 10. The complication interval (the time le. 
tween complications for any geriatric bed) was rough. 
ly 11 weeks—four times shorter than that of either the 
general medical ward or half-way house. Complica- 
tions developed in 26 (39%) of the 67 women in the 
geriatric ward and in 19 (26%) of the 74 men, but the 
proportion of men in whom further complications de. 
veloped was about twice as great as that for women 
Nearly half of the complications (26 of 60) were due 
to infection. Four of 5 urinary infections such x 
“catheter fever” and pyuria developed after urine 
(sterile on culture) had been withdrawn by catheter. 
ization. This cannot be blamed entirely on the nurse’ 
technique, for the same nurses working in other hos 
pital departments do not introduce infection. Twelv 
complications were due to falls or to confusion. Tak- 
ing a slightly demented older person out of his home 
and putting him in a large ward, expecting him ti 
climb in and out of a hospital bed, subjecting him t 
a routine that is strange and at times alarming, an( 
asking him to try to walk with few and unfamiliw 
handholds puts a big strain on him. A 4th of all death 
in the 2 geriatric wards were due to complications. | 
is estimated that in a geriatric unit of 80 beds 1 con 
plication may be expected every day and 3 deatli 
from complications each month. 


Pulmonary Tuberculosis and Diabetes Mellitus. M. 1. 
Warwick. Quart. J. Med. 26:31-42 (Jan.) 1957 [Oxford 
England]. 


The prevalence of pulmonary tuberculosis amon: 
patients attending the diabetic clinic at Universit) 
College Hospital between 1940 and 1954 was 18.2 pe 
1,000 diabetic patients examined. The _prevalenct 
among a sample of the general population was 4 


tients with diabetes and active tuberculosis, about hal 
of whom came under the care of a hospital for ches 
diseases and the rest of whom attended a diabetid 
clinic where tuberculosis was diagnosed during th 
course of their supervision. There was a greater pre’ 
alence of tuberculosis among diabetic women thi 
among diabetic men in practically all age groups \ 
to the age of 65. In the group of diabetic patien! 
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over 65 years of age, diabetic men appeared to show 
an increased prevalence of tuberculosis compared with 
the control group, but no appreciable difference was 
demonstrated among the women. Diabetes mellitus 
was the initial disease in 77 in this series of 104 pa- 
tients; in 19 tuberculosis and diabetes were diagnosed 
simultaneously, and in 8 tuberculosis was diagnosed 
first. No significant difference in the severity of dia- 
betes was demonstrated between patients with and 
those without tuberculosis. This finding differs from 
those of some other investigators. Poor control of 
diabetes was more common in patients in whom 
tuberculosis developed. This was particularly notice- 
able in the younger age groups. A significantly higher 
proportion of diabetic patients in whom tuberculosis 
developed had had episodes of ketosis than that in 
other diabetic patients. 

Thus age, sex, control of diabetes, and ketosis in- 
fluenced the prevalence of tuberculosis. No evidence 
was found to support the specific radiologic appear- 
ances described as “diabetic tuberculosis.” Twenty- 
five per cent of diabetic patients treated for tubercu- 
losis before 1950 died from tuberculosis between 3 
and 7 years from its onset, but no patient in this study 
treated with antituberculous drugs has yet died from 
tuberculosis. Factors influencing provnosis were con- 
trol of diabetes, the initial extent of tuberculosis, and 
the method of treatment of tuberculosis. 


Portal Circulation in Portal Hypertension. I. Berg- 
strand and C. A. Ekman. Acta radiol. 47:1-22 (Jan.) 
1957 (In English) [Stockholm]. 


One hundred fifteen lienoportal venograms were 
made with an automatic film changer and by stand- 
ardized technique in 88 patients, 70 of whom were 
studied in detail. The 70 patients were subdivided in 
2 groups, i. e., group A comprising 16 patients with 
normal circulation in the portal system and croup B 
comprising 54 patients with portal hypertension. Of 
the 16 patients in group A who served as controls, 15 
showed no evidence of liver disease or any disease 
involving the portal system and 1 man had a long 
history of heart disease, without signs of cardiac 
decompensation. The spleen was not enlarged in most 
of the patients. Of the 54 patients in group B, 6 had 
an expansive growth either involving the splenic vein 
or the portal trunk, with consequent extrahepatic 
portal obstruction, or the expansive process was intra- 
hepatic, 36 had cirrhosis of the liver, 9 had extrahe- 
patic thrombosis, and 3 had miscellaneous diseases. 
Changes in the collateral circulation, the velocity of 
flow, and the width of the portal and splenic veins 
as observed in the lienoportal venograms of the 54 
patients with confirmed portal hypertension were 
compared with those of group A. 

A filling of the collateral vessels, such as the short 
gastric veins, intercostal veins, coronary vein, inferior 
mesenteric vein, and the veins in the hepatoduodenal 
ligament, was regularly obtained in the patients with 
portal hypertension but never in the controls. Filling 
of the collateral vessels was a sign of the circulatory 
change due to the increased pressure gradient be- 
tween the portal and caval systems in all the patients. 
Atkinson and co-workers found a collateral circula- 
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tion to be a definite, though not regular, sign of in- 
creased portal pressure. They claimed that the size of 
the collateral circulation in patients with portal hyper- 
tension is roughly proportional to the increase in 
portal pressure; such correlation was not found by 
the authors. The velocity of flow in the portal circula- 
tion was practically always lower in the patients with 
portal hypertension than in the controls. This finding 
was based on determinations made by measuring the 
spleen-hilum time, the spleen-liver time, and the 
emptying time of portal branches in seconds. The 
widths of the splenic and portal veins were often in- 
creased in the patients with portal hypertension. In 
patients with hepatic cirrhosis the accumulation of the 
contrast medium in the liver parenchyma was less 
dense and the hepatic veins were less frequently de- 
monstrable than in the controls. The method used in 
this study is accurate enough for the clinical diagnosis 
of portal hypertension. 


The Liver, Biliary Tract and Pancreas in the Aged: 
An Anatomic and Laboratory Evaluation. Z. R. Mor- 
gan and M. Feldman. J. Am. Geriatrics Soc. 5:59-65 
(Jan.) 1957 [Baltimore]. 


The liver, biliary tract, and pancreas were studied 
on autopsy in 74 patients between the ages of 75 and 
95 years in whom the clinical evaluation had not re- 
vealed any pathological conditions in the hepato- 
biliary-pancreatic system. Lesions of the liver were 
found in 12 of the 74 patients; of these 3 had Laennec’s 
cirrhosis, 1 primary carcinoma, 5 pronounced fatty 
degeneration, 2 congenital cysts, and 1 necrosis. Thus 
the incidence of hepatic lesions was low. The weight 
of the liver was determined in 72 of the 74 patients 
and was normal in 50. Most of the patients were not 
alcoholics, and that may account for the fact that only 
3 had Laennec’s cirrhosis. The liver in older persons 
functions with a large margin of safety, and liver dis- 
eases are not a major cause of death. Biliary stones 
were found in 27 of the 74 patients. Pancreatic disease 
was not a major cause of death in this group of older 
patients. Diabetes mellitus was present in 3 patients. 
The spleen showed few, if any, pathological changes. 
Splenomegaly was observed in 13 of the 74 patients 
and was associated with an enlarged liver in 4. Bio- 
chemical studies of the blood had been carried out in 
19 patients during life; they yielded little information 
regarding the condition of the liver, gallbladder, and 
pancreas. In older patients, functional changes in 
these organs are not measurable by ordinary methods 
of examination. 


Spectacular Effect of Deltacortisone on Postgastrec- 
tomy Deficiency Edemas. P. Vesin, P. Frumusan and 
R. Cattan. Semaine hép. Paris 33:72-75 (Jan. 10) 1957 
(In French) [Paris]. 


The postgastrectomy deficiency syndrome is char- 
acterized by profound impairment of the general con- 
dition, with asthenia, loss of weight, and severe edema 
of the lower limbs and lumbar region, sometimes even 
anasarca, often accompanied by diarrhea. The basic 
biological disturbance, in addition to hypochromic 
anemia, hypolipemia with hypocholesterolemia, and 
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hypocalcemia, is the existence of pronounced hypo- 
proteinemia and the decided reduction in blood al- 
bumin. The administration of deltacortisone to 3 
patients presenting this syndrome was followed by 
water and sodium diuresis resulting in the complete 
disappearance of edema and a definite improvement 
in the general condition, with restoration of appetite. 
The rapidity with which these effects were secured 
contrasted strongly with the prolonged period needed 
when the customary methods of treatment (plasma 
therapy and milk given in divided doses) are used. 

The capital part played by aldosterone in sodium 
retention, as shown by the high level of urinary aldo- 
sterone found in all patients with chronic progressive 
edema, whether the underlying condition is nephrotic, 
cardiac, cirrhotic, or hypoproteinemic, formed the 
basis for the authors’ original suggestion that cortisone 
might inhibit the aldosterone hypersecretion and so 
lead to the disappearance of sodium retention and to 
sodium diuresis. Various observations have since con- 
firmed the importance of aldosterone in sodium re- 
tention and the value of deltacortisone in the treat- 
ment of edema. Other studies, however, seem to show 
that the action of deltacortisone is indirect and that 
the reduction in aldosterone secretion is brought about 
by a hydroelectrolytic change, the nature of which is 
unknown. The similarity between the various forms 
of edema—cardiac, cirrhotic, nephrotic, and hypopro- 
teinemic—suggests that chronic edema should be re- 
garded as a “disease of homeostasis.” The remarkable 
antiedemic action of deltacortisone and its beneficial 
effect on the appetite and the general condition make 
it exceptionally valuable in the treatment of deficiency 
edemas. It should be supplemented, however, by 
standard measures, such as _ realimentation, milk 
therapy, plasma therapy, transfusions, and intrave- 
nously administered albumin, which are still indis- 
pensable to the restoration of the body’s protein re- 
serves. 


Relations between Arteriosclerosis and the Serum 
Cholesterol Level. P. David and E. Eddie. Union méd. 
Canada 86:155-159 (Feb.) 1957 (In French) [Mont- 


real]. 


Serums of 720 patients were analyzed for choles- 
terol in order to establish the relationship between 
atherosclerosis and hypercholesterolemia. The pa- 
tients were divided into 2 groups: (1) 392 with arterio- 
sclerosis who suffered from angina pectoris, myo- 
cardial infarction, hypertension, and uncomplicated 
arteriosclerosis and (2) 328 with rheumatic or con- 
genital heart disease or with diseases other than car- 
diac diseases. Of the lst group 146 (37.2%) and of the 
2nd group 44 (13.4%) had a marked increase of their 
serum cholesterol levels. The normal level in man 
varies from 132 to 300 mg. per 100 cc., but the level 
in the individual remains nearly constant. An increase 
of the total cholesterol in the blood may signify a pass- 
ing of cholesterol from the tissue into the blood, 
whereas a higher serum cholesterol level may signify 
a migration of the cholesterol of the erythrocytes into 
the serum. These modifications are due to the influ- 
ence of the hypophysis, the gonads, and the thyroid. 
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Hypercholesterolemia appears not to be indispep. 
sable for the formation or development of atherosclero. 
sis, since many patients with this disease have norma] 
serum cholesterol levels. Disorders of the total lipid 
metabolism in patients with atherosclerosis might he 
reflected in the cholesterol metabolism. Hypercholes. 
terolemia, therefore, may indicate atherosclerosis, but 
this is far from being the rule, because many factors 
affect the cholesterol metabolism. 


Present Status of the Treatment of Ascitic Cirrhoses 
with Deltacortisone. R. Cattan and P. Vesin. Semaine 
hép. Paris 33:76-79 (Jan. 10) 1957 (In French) [Paris]. 


Deltacortisone, which has an intense diuretic action 
and causes only slight sodium retention when given 
in standard doses, has been found to be useful in the 
treatment of patients with ascitic cirrhoses (excluding 
those in coma). In a series of 32 patients the drug gave 
complete relief of edema persisting after the witb- 
drawal of deltacortisone in 14 and temporary relief 
of edema during therapy in 4 and failed in 14. These 
figures and those of others seem to show that 3 or 4 
patients in 10 respond favorably to deltacortisone. 
The effect of the drug, however, is unpredictable, and 
unexplained failures are frequent. Two factors that 
may be significant in this connection are the presence 
of renal lesions and the existence of severe progressive 
hepatic insufficiency. The best results are apparently 
obtained when the general condition is fairly good, 
although many patients in poor condition as a result of 
denutrition and anorexia have also been successfully 
treated. 

The effect of deltacortisone in edema is due pri- 
marily to its action on salt and water metabolism. 
Diuresis usually begins during the first 3 or 4 days but 
may be late, appearing about the 8th day. Conse- 
quently, treatment with deltacortisone should not be 
given up before 10 days have elapsed. The quantity 
of urine excreted may rise from 500 or 1,000 ce. a day 
before treatment to 2,000 or 3,000 cc. or even more 
when diuresis sets in. Interesting features of the 
diuresis are that it often occurs chiefly at night, that 
it leads to a rapid loss of weight, sometimes amount- 
ing to several hundred grams a day, and that, in spite 
of its intensity, it is not accompanied by thirst. A 
factor of major importance in every patient in whom 
dehydration was secured and maintained after the 
withdrawal of deltacortisone was the urinary excretion 
of enormous amounts of sodium, leading to a negative 
sodium balance. Hyponatremia, however, was never 
observed; on the contrary, the blood sodium level 
often increased as the edema regressed. This sodium 
diuresis, without which dehydration is impossible, 
marked the end of the intense sodium retention found 
in these patients. The mechanism by which the change 
was produced seemed to be the disappearance of 
adrenocortical hypersecretion of aldosterone with its 
powerful sodium-retaining properties. 

Contraindications to the use of deltacortisone are 
found chiefly in patients with a history of gastro 
duodenal ulcer, diabetes, or renal lesions (hematuria 
and azotemia). The presence of ordinary pyogenic 0! 
tuberculous infections is not a contraindication if the 
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appropriate antibacterial therapy is given at the same 
time. Corticotherapy, when combined with antibi- 
otics, can often be used to advantage in the treatment 
of infections, especially tuberculosis. Deltacortisone is 
an ideal treatment for patients with edema and should 
be tried first unless contraindicated. A suitable scheme 
of treatment would consist of an observation period 
of 8 or 10 days, with bed rest and partial suppression 
of salt in the diet, followed by the administration of 
deltacortisone in doses of 40 mg. the 1st day, 30 mg. the 
Ind day, and 20 mg. the 3rd day and daily thereafter 
until dehydration has been secured. The deltacorti- 
sone may then be withdrawn, but the patient should 
be kept under observation. The weight in particular 
should be closely watched, and an easy-to-follow salt- 
poor diet should be continued for some time. Other 
methods, such as a rigidly salt-poor diet, the use of 
mercurial diuretics, ion-exchange resins, and aceta- 
zolamide (Diamox), must be used if deltacortisone 
fails to relieve the edema, but, even when these 
methods are needed, deltacortisone may be continued 
in doses of from 10 to 20 mg. a day because of its 
anorexic and euphoriant effect. 


Self-Healing, or Abortive, and Residual Forms of 
Childhood Leprosy and Their Probable Significance. 
C. B. Lara and J. O. Nolasco. Internat. J. Leprosy 
24:245-263 (July-Sept.) 1956 [New Orleans]. 


Of 347 children with leprosy observed at the Culion 
Sanitarium in the Philippines in the course of 24 years, 
287 were studied for 2 years or longer after the onset 
of the disease. Some of the children were born at the 
sanitarium and others were still nonleprous when ad- 
mitted with their leprous mothers. Spontaneous, ap- 
parently complete healing occurred in 223 patients 
(77.7%) despite continued residence in the infected 
environment. Incomplete healing—recurring exacer- 
bations alternating with periods of incomplete subsi- 
dence of lesions—was observed in 36 (12.5%). The 
disease tended to progress in the remaining 28 (9.7%). 

There was correlation between the process of heal- 
ing and the clinical morphology of the initial or earli- 
est recognizable lesions, as well as with the bacterio- 
logical, histological, and immunological features. The 
incidence of complete healing of the lesions was high- 
est among the patients with papulonodules and other 
definitely circumscribed, thickened initial lesions and 
lowest among the patients with the infiltration-like, 


s more or less diffusely thickened initial lesions. In 


patients with the wheal-like and the raised and flat 
macular lesions the incidence occupied an intermedi- 
ate position. There a fairly good correlation was found 
between low bacterial content of the lesions, strong 
reaction to repeated intracutaneous injections of lep- 
romin (Mitsuda test), and a high proportion of healed 
lesions, The correlation between clinical morphology 
and healing seemed to be even more consistent. Con- 
cerning histological correlation, healing of lesions with 
undifferentiated, round-cell, or monocytic infiltrates 
occurred earlier than that of lesions with a tuberculoid 
structure, except for papulonodules. 
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Relapses, when they occurred, were chiefly noted 
within less than 3 years of apparent healing, gradually 
becoming more rare after longer periods, and relapses 
were practically not seen at all after 10 years. Re- 
lapses occurred more frequently in children whose 
early lesions showed a tuberculoid appearance on 
microscopic examination than in those with undiffer- 
entiated lesions. They were also more frequently 
observed among the patients with wheal-like and 
macular early lesions than among those with papu- 
lonodules, lichenoid, or scar-like indurated lesions. 
Eight patients showed inconspicuous, minimal, defi- 
nite or suspicious signs of active disease, such as en- 
larged or tender nerve trunks, with or without anes- 
thesia, and micropapulate or follicular residual lesions 
at or near anesthetic atrophic scars. These residual 
lesions are likely to be overlooked in ordinary surveys, 
especially without the aid of previous records or his- 
tory. It is probable that most of them are benign but 
there is always the possibility that they and other un- 
detected forms of apparently healed, or latent, pri- 
mary infections may serve as sources for further 
dissemination. Continued observations on the develop- 
ment of lesions in a group of children who while very 
young had been given repeated intracutaneous injec- 
tions of lepromin were compared with those in a group 
similar in age and sex who did not receive lepromin 
injections. Findings supported the earlier suggestion 
that lepromin injections in the form of the Mitsuda 
test may have protective value, especially when given 
to very young children. 


Infections in Leprosy Institutions. A. R. Davison. In- 
ternat. J. Leprosy 24:275-279 (July-Sept.) 1956 [New 
Orleans]. 


The concepts of some leprologists that leprosy is 
only, or mostly, acquired in infancy and that it is un- 
necessary for adults to take even rudimentary pre- 
cautions against infection are considered dangerous 
by Davison. He describes the cases of 2 physicians, 
born in England, who acquired leprosy at the ages of 
53 and 60 years while working as medical officers at 
a leprosy institution in Pretoria, South Africa, 3 Euro- 
peans who contracted leprosy as adults when working 
as overseers in leprosy institutions in South Africa, 
and 10 cases among adult Bantus who worked in 
leprosy institutions and contracted the disease at the 
average age of 46 years, although the onset of leprosy 
among Bantu males occurs generally at the age of 19. 
A plea is made for elementary hygienic practices by 
the staff in leprosy institutions. 

Another concept that is attacked by the author as 
dangerous is that leprosy can be contracted only after 
long-continued close contact. He describes a case of 
leprosy in a male native child who was born of a 
leprous woman in an African leprosy institution. The 
infant was removed from his mother 6 weeks after 
birth and had not been exposed to infection after that. 
The first symptoms of leprosy occurred in the child 
13 months later. The author believes that infected per- 
sons should not come in contact with children and 
that breast feeding of children born in leprosy insti- 
tutions is to be condemned. 
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SURGERY 


Mucosal Carcinomas as a Result of Irradiation. D. P. 
Slaughter and H. W. Southwick. A. M. A. Arch. Surg. 
74:420-429 (March) 1957 [Chicago]. 


The authors present 9 patients in whom carcinoma 
arose in mucous membranes included in a field of 
radiation therapy. In 6 of these patients squamous cell 
carcinomas of mucous membranes developed in areas 
treated by external roentgen irradiation from 9 to 25 
vears before appearance of the tumors. Each patient 
experienced late radiodermatitis in the skin utilized 
for the external port. There was also fibrosis of the 
tissues between the skin and the affected mucosa. 
There was microscopic evidence of radiation change 
in the mucosa and submucosa of all the cancer-bearing 
areas. Treatment was unsuccessful, and the authors 
believe that this failure was due to the multicentric 
origin of the tumors, with new foci developing in the 
irradiated mucosa at a rate impossible to control. 
Three of these tumors, the 2 of the tongue and the 1 
of the anus, developed in patients treated for cancer 
of adjacent organs or tissues. The anal lesion could 
hardly be a late localized recurrence of the cancer of 
the cervix treated 11 years before; the one epidermoid 
carcinoma of the tongue could not be a recurrence 
of malignant mixed tumor of the parotid, which 
showed no local persistence after 9 years. The other 
tongue lesion occurred in an irradiated area 13 years 
after successful radiotherapy for a presumed cancer 
of the nasopharynx. The 2 hypopharyngeal cancers 
occurred in patients treated for inflammatory cervical 
lesions, one of them tuberculous adenitis. The squa- 
mous cell cancer of the buccal mucosa represents the 
culmination of a compound tragedy of errors in a 
patient whose ossifying fibroma of the upper maxilla 
was erroneously diagnosed as adamantinoma and 
treated with irradiation over a period of years. Even 
if the tumor had been an adamantinoma the irradia- 
tion was incorrect treatment. 

In 3 patients adenocarcinoma developed. An adeno- 
carcinoma of the transverse colon developed directly 
beneath an obvious area of skin change on the anterior 
abdominal wall where irradiation had been used as 
treatment for a duodenal ulcer four years before. The 
time interval is short as compared with the intervals 
in reports of other irradiation-induced cancers, but the 
previous treatment and residual objective findings at 
least suggest a causal connection. The carcinoma of 
the rectosigmoid occurred in the field of irradiation 
in a woman treated for cancer of the uterine cervix. 
Again the time interval is only three years, but there 
is demonstrable irradiation change in the intestinal 
wall about the tumor. In the patient with the adeno- 
carcinoma of the cervical esophagus the long interval 
between irradiation and tumor formation (25 years ) 
and the obvious irradiation changes in the tissues of 
the neck indicate that this is almost certainly an irradi- 
ation-induced cancer. The epithelium of mucous mem- 
branes, like that of the skin, is capable of malignant 
tumor formation as a late effect of irradiation. 


J.A.M.A., June 1, 1957 


NEUROLOGY & PSYCHIATRY 


Virologic Investigations on the Etiology of Two Insti. 
tutional Epidemics of Poliomyelitis. P. Kraus. Monats. 
schr. Kinderh. 105:17-19 (Jan.) 1957 (In German) 
[Berlin]. 


One of the 2 poliomyelitis epidemics discussed jp 
this paper occurred in an infant nursery, the other jn 
a whooping cough pavilion in another children’s hos. 
pital. In the infants’ nursery 10 strains of poliomyelitis 
virus, all of which belonged to the Brunhilde or type 
1 virus, were cultured from 23 specimens of feces, 
This type of virus was isolated not only in the nursling 
who seemed to be the carrier responsible for the epi. 
demic outbreak, but also in 5 of the 8 infants in whom 
symptoms of poliomyelitis developed and in 1 of 5 
who remained free from symptoms. The epidemic 
character of this outbreak, which occurred in July 
and August, was proved not only by the presence oj 
type | virus but also by the demonstration of neutraliz. 
ing antibodies in nearly all the infants. This, moreover, 
proved that the capacity of infants to form antibodies 
is not significantly less than that of adults. Two of the 
9 infants who had symptoms had the meningitic form 
of poliomyelitis, and all the others had paralytic signs. 

The epidemic in the whooping cough pavilion oc- 
curred in December, 1955. The paralytic form of polio- 
myelitis occurred in only 1 of 22 young children. Spinal 
punctures were performed in all of these children and 
an increase in the cell count was observed in 10 of 
the remaining 21. Examination of the feces disclosed 
poliomyelitis strains of type 1 in 4 of these 10 children. 
The same type of virus was found also in the feces 
of the child with paralytic poliomyelitis and in the 
feces of 1 of the 4 nurses. Serologic tests were carried 
out in all of the children twice. The comparison of 
spinal cell counts with the serologic tests indicated 
an increase in the titer, showing that infection had 
taken place in all but 3 of the children. The fact that 
no serologic changes were detected in 5 despite an 
increase in the cerebrospinal fluid cell count is ex- 
plained by technical inadequacies. The contrary occur- 
rence, that is, a serologic reaction without a spinal 
fluid reaction, which was observed in 3 patients, proves 
that a poliomyelitis viremia (the prerequisite of anti- 
body formation) can occur without a pathological 
reaction in the central nervous system. Despite the 
differences in the clinical manifestations of these 2 
epidemics, they showed the characteristics that the 
authors had previously observed in infections with 
type 1 virus, namely, a tendency to cause epidemics 
in groups not immunized against poliomyelitis. 


Value of Pneumoencephalography and Other Methods 
of Examination in Diagnosis of Organic Brain Dis- 
eases: Study of Clinical Material. C. L. Laane, T. Sol- 
heim and A. Straand. Tidsskr. norsske lagefor. 77:107- 
112 (Feb. 1) 1957 (In Norwegian) [Oslo]. 


Pneumoencephalography is helpful in evaluating the 


- possible presence of organic brain changes. Because of 


suspected brain disease suggested by clinical, electro- 
encephalographic, and/or neurological findings, it was 
carried out in a series of 100 psychiatric patients and 
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gave positive evidence of organic brain disease in 70. 
Most of the positive penumoencephalographic results 
were in patients aged 31 to 60 years with duration 
of illness of 1 to 10 years. In 44 of 49 patients with 
clinical signs of organic brain disease the pneumo- 
encephalographic examination gave positive results. 
The results were positive in 25 of 28 patients with 
positive electroencephalographic findings and in 20 of 
22 with positive neurological findings. Roentgeno- 
graphic examination of the head was of little value. 
Besides pneumoencephalography, careful clinical ex- 
amination is the most valuable method for detecting 
organie disease of the brain. 


Abnormal Immunological Reactions in Disseminated 
Sclerosis: A Preliminary Report. H. V. Smith, M. L. E. 
Espir, C. W. M. Whitty and W. R. Russell. J. Neurol. 
Neurosurg. & Psychiat. 20:1-10 ( Feb.) 1957 [London]. 


It has been established that the injection of tubercu- 
lin into the spinal fluid of a sensitized subject evokes a 
wave of inflammation involving the meninges and to 
some extent the vessels of the brain and spinal cord. 
This is a true antibody-antigen response. It exerts a 
profound effect on the permeability of the blood-brain 
barrier, and it has proved a useful adjuvant in the 
treatment of tuberculous meningitis. Because it was 
suggested to the authors that these reactions might be 
beneficial in multiple sclerosis, they studied the effects 
of the intrathecal injection of tuberculin in this disease 
and compared them with the effects in psychosis of 
mixed etiology. The different factors involved were 
explained to the patients with multiple sclerosis, and 
volunteers were obtained. Most of the patients had 
been under observation for months or years. Serial 
Mantoux tests were done in the usual way with old 
tuberculin, diluted to 1 in 10,000, 1 in 1,000, and 1 in 
100. The purified protein derivative of tuberculin was 
used for the intrathecal injections. The mental dis- 
orders in the controls ranged from mental deficiency 
to advanced schizophrenia, and some had been sub- 
jected to cingulectomy and leukotomy. In all of them 
the spinal fluid was normal at the first examination. 

Striking and consistent differences were observed 
between the intrathecal tuberculin reaction in the pa- 
tients with multiple sclerosis and the controls. In 
particular, the correlation seen in the controls between 
the intensity of the intrathecal reaction and the result 
of both the Mantoux test and the dose of tuberculin 
was not apparent in multiple sclerosis. The pattern of 
the reaction also was distorted, in that the character- 
istic polymorphonuclear leukocyte component was 
suppressed, while the increase in protein was exag- 
gerated. A similar suppression of the polymorpho- 
nuclear component could be artificially produced in 
controls by giving cortisone. The response in tubercu- 
lin-negative patients with multiple sclerosis to vaccina- 
tion with Wells’ vole vaccine or BCG was anomalous, 
in that, contrary to experience with the controls, sensi- 
tization of the skin and of the meninges was markedly 
dissociated. The immediate clinical effects of the 
intrathecal injection of tuberculin were alarming in 
2 patients with brain-stem lesions but otherwise were 
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associated with little immediate change in the clinical 
findings. Follow-up studies suggested, however, that 
the course of the illness may have been modified for 


good. 


Electroencephalogram in Narcolepsy. D. D. Daly and 
R. E. Yoss. Electroencephalog. & Clin. Neurophysiol 
9:109-120 (Feb.) 1957 [Montreal, Canada]. 


Narcolepsy is characterized by episodes of sleep 
usually of brief duration but recurring many times 
daily. In many instances there are associated cataplec- 
tic attacks characterized by loss of muscle tone without 
change in consciousness. These attacks are commonly 
induced by laughter, anger, fright, or startling stimuli 
Episodes of so-called sleep paralysis may occur while 
falling asleep or awakening. During these the patient 
is conscious but unable to move. Many patients with 
narcolepsy are also subject to hypnagogic hallucina- 
tions and nightmares. The 100 patients reviewed in 
this article belong to a series of 241, in all of whom 
the diagnosis of narcolepsy had been established 
clinically. This group of 100 patients in whom electro- 
encephalographic studies were made did not differ 
in any essentials from the entire group of 241 patients. 
The series was compiled by selecting consecutively 
the records of 100 patients from the files of the electro- 
encephalographic laboratory during the years of 1950 
to 1954. Sixty-four of the patients were men and 36 
women. Seventy-one were between 21 and 50 years 
of age. The decade of age in which there was the 
largest number of patients was 31 to 40 years. In 85 
of the patients the narcolepsy was associated with 
other symptoms of cataplexy, sleep paralysis, or night- 
mares in varying combinations. The most frequent 
combination, occurring in 37, was narcoleptic and 
cataplectic attacks. 

Recordings were made on 8-channel model IV 
Grass electroencephalographs. A total of 14 electrodes 
was used. No attempt was made to permit the patients 
to go to sleep during the routine recording. The basal 
or alert electroencephalograms were found to be within 
normal limits. Drowsiness began within the first 4 
minutes of the recording in most patients. Almost all 
patients manifested drowsiness at some time during 
the recording. Sustained drowsiness lasting for periods 
up to 30 minutes was characteristic of these patients. 
Opening and closing the eyes, counting, hyperventila- 
tion, and photic stimulation, measures which alert the 
normal patient, were commonly ineffective in nar- 
coleptics. In spite of persistent drowsiness, actual 
sleep was uncommon under the circumstances in which 
the recordings were made. Electroencephalograms 
made during cataplectic attacks and an attack of sleep 
paralysis were normal. 


Medical Aspects of Boxing, Particularly from a Neuro- 
logical Standpoint. M. Critchley. Brit. M. J. 1:357-362 
(Feb. 16) 1957 [London]. 


The author has observed 69 patients with chronic 
neurological disease due to boxing. Many of these 
showed evidences of punch-drunkenness, either early 
or well established. Chronic progressive traumatic en- 
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cephalopathy of boxers is suggested by the author as 
an alternative name for the popular term “punch- 
drunkenness.” Punch-drunkenness is more frequent 
among professionals than among amateurs and among 
second-rate or third-rate performers than in the intelli- 
gent scientific exponent with a championship title. It 
is rare in Negroes. Punch-drunk states have been found 
in fighters of all weights, but most characteristically in 
small men who had not been particular about the size 
of their opponents, having often taken on contestants 
heavier than themselves. There is a correlation between 
the degree of craniofacial marking and the intensity of 
the punch-drunk syndrome. The total number of bouts 
is important, as well as the number of occasions on 
which the boxers have been rendered unconscious. 
As a rule, gradual evolution of mental and physical 
anomalies marks the insidious onset of the encephalo- 
pathy. Among mental symptoms there is the slow 
appearance of a fatuous or euphoric dementia with 
emotional lability. The victim shows little insight 
into his condition. Speech and thought become pro- 
gressively slower; memory, efficiency, and conduct 
deteriorate; and there may be mood-swings, intense 
irritability, and sometimes truculence leading to un- 
inhibited violent behavior. Simple fatuous cheerful- 
ness is, however, the most prevailing mood, although 
sometimes there is depression with a paranoid color- 
ing. The patient may complain of persistent dull head- 
ache, postural dizziness, deafness, poor vision, intoler- 
ance toward alcohol, unsteady gait, and shakiness. 
Occasionally periodic convulsions bring the victim to 
the doctor. 

The condition popularly referred to as a “groggy 
state” is the result of severe battering sustained during 
a particular contest. The victim develops a mental 
confusion with subsequent amnesia. and an impair- 
ment in the speed and accuracy of his motor skill. 
In this state he makes feeble and poorly coordinated 
movements; his limbs are ataxic; and he is inefficient 
and vulnerable. An accumulation of groggy states 
probably leads to a permanent punch-drunk syndrome. 
Remitting cerebral concussion is suggested as an al- 
ternative term for groggy state. Minor nonspecific 
anomalies are common in the encephalogram of ex- 
perienced boxers. Such findings are more frequent and 
more intense in those with punch-drunkenness. The 
electroencephalogram is a less sensitive index of punch- 
drunkenness than is the clinical evidence, for symp- 
toms and signs may be present at a time when the 
electroencephalogram appears to be normal. A return 
to a normal state in a series of electroencephalograms 
taken in a particular patient cannot be regarded as a 
physiological, anatomic, or clinical recovery. 


Brain Abscess and Cerebral Venous Thrombosis Asso- 
ciated with Congenital Cardiac Defects. G. Weber. 
Schweiz. med. Wchnschr. 87:159-163 (Feb. 16) 1957 


(In German) [Basel, Switzerland]. 


Of 79 consecutive patients with brain abscess, 4 had 
congenital cardiac defects. Of the 4 patients, the Ist, a 
13-year-old boy, with pulmonary stenosis and transpo- 
sition of the aorta, had a chronic sterile abscess in the 
lateral posterior segment of the right frontal lobe. 


J.A.M.A., June 1, 1957 


The encapsulated abscess was extirpated from the sub. 
cortical medullary layer of the frontal lobe, and com. 
plete recovery resulted. The 2nd patient, a 24-year-old 
man with transposition of the aorta and with atrio. 
ventricular septal defect, had an acute nonencupsy. 
lated abscess in the lateral posterior segment of the 
right frontal lobe which was punctured and drained 
through a trephine opening in the right lateral portioy 
of the frontal lobe. Antibiotic treatment was practiced 
with large doses of penicillin, streptomycin, and sul. 
fonamides, and complete recovery resulted. The 3rd 
patient, a 25-year-old woman whose heart had 1 atrium 
and 2 ventricles, also had hypoplasia of the right 
ventricle, high ventricular septal defect, subtotal 
auricular septal defect, atresia of the tricuspid valve, 
transposition of the aorta, and pulmonary stenosis; an 
abscess located in the left temporal lobe was found 
to be associated with a large internal pyocephalus, 
which caused central respiratory paralysis and death. 
The 4th patient, an 8'%-year-old boy whose heart had 
1 atrium and 2 ventricles and atresia of the tricuspid 
valve, had an acute frontoparietal brain abscess asso- 
ciated with a craniopharyngioma; death resulted from 
respiratory paralysis. A 5th patient, an 11-month-old 
girl with Fallot’s tetralogy, had thrombosis of the 
superior sagittal sinus and the cerebropontine veins. 
Death resulted from hemorrhagic infarction of both 
cerebral hemispheres. 

Brain abscess and thrombosis of cerebral vessels 
may occur as complications in patients predominant- 
ly aged less than 30 years with congenital cardiac 
defects. A brain abscess may be associated with a 
congenital heart defect with intracardiac admixture 
of venous with arterial blood, and, therefore, most 
frequently with tetralogy of Fallot. The occurrence 
of a brain abscess is favored by a compensatory poly- 
globulism, which causes increased viscosity of the 
blood, slows the peripheral blood flow and so probably 
favors thrombosis. The source of infection frequently 
remains unknown in patients with such a brain abscess. 
It may be located in the area of either the greater or 
the lesser circulation. Brain abscesses associated with 
congenital cardiac defects are, as a rule, amenable 
to treatment. 


GYNECOLOGY & OBSTETRICS 


The Effect of Hysterectomy on Young Women. W. \. 
Jacobs, H. I. Daily and S. H. Wills. Surg. Gynec. & 
Obstet. 104:307-309 (March) 1957 [Chicago]. 


Of a series of 568 hysterectomies, 68 (12.1%) were 
performed on women under 30. Forty-six of the 6 
could be interviewed from 1 to 2% years after the 
hysterectomy, and the following questions were asked: 
1. Do you feel that your operation was worth while. 
and are your symptoms relieved? 2. Has the operation 
affected your sexual life? 3. Are you concerned about 
having no future menstrual periods? 4. Are you con- 
cerned that you will not be able to become pregnant’ 
5. Do you have any hot flushes or extreme nervousness. 
and, if so, do you take any treatment for these symp- 
toms? All but 4 of the 46 patients were completely 
relieved of their symptoms, 3 were partially relieved, 
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and | patient stated that she had not been helped by 
the operation. Regarding the effect on sexual relations 
38 said that there was no change; 13 who had had 
dyspareunia before operation were relieved of this 
and now had greater sexual satisfaction; and 5 re- 
ported that sexual relations were slightly less satis- 
factory, but they were not unduly concerned. None 
expressed concern over the loss of menstrual function. 
Only 2 of the 46 patients worried about the loss of 
fertility. Twenty-seven patients reported no vasomotor 
symptoms and 19 reported mild to moderate symp- 
toms, quickly relieved by mild sedation. 

The authors conclude that the more complete type 
of hysterectomy provides much better results than 
does partial resection, leaving behind a nonfunctioning 
uterus simply because a patient happens to be rela- 
tively young. If the pelvic disease has made future 
pregnancies impossible, a total hysterectomy should 
be performed, provided the patient is in good physical 
condition and has been made aware of the procedure 
and agrees to it beforehand. 


A Siudy of Bladder Function Following Vaginal Hys- 
terectomy. J. W. Bowers, C. W. Moeckel, G. L. Yates 
and H. R. Wesson. Surg. Gynec. & Obst. 104:287-294 
(March) 1957 [Chicago]. 


Cystoscopic, cystographic, and manometric studies 
were performed in 15 patients treated by vaginal hys- 
terectomy and repair. The patients were unselected 
except that, in 8, postoperative urethral catheter drain- 
age was carried out and, in 7, postoperative trocar 
cystotomy drainage. Observations on these 15 patients 
indicate that after temporary postoperative atony of 
the detrusor the voiding contraction approaches pre- 
operative levels by the 5th to 7th days. Postoperative 
bladder capacity is always less than before surgery. 
Spastic bladder phenomena are frequently associated 
with retention and residual urine. Postoperative urinary 
retention and associated voiding difficulties are most 
closely related to vesical neck obstruction; i. e., surgical 
overcorrection, urethral edema, and sphincter spasm. 

In 100 of 200 vaginal hysterectomies indwellling 
urethral catheter drainage was carried out postopera- 
tively and in the other 100 vaginal hysterectomies di- 
version of the urinary stream by means of trocar cystot- 
omy was performed in the operating room. It was 
found that trocar cystotomy, as a form of temparary 
bladder drainage, is associated with a slight increase in 
morbidity, prolongation of initiation of voiding and of 
hospital stay postoperatively, increase in residual urine 
on discharge, and increase in frequency of late post- 
operative bladder symptoms. Direct complications of 
trocar cystotomy were bladder calculi (7 cases ), hema- 
turia (4 cases), and late rupture of bladder (1 case). 
Bladder calculi have recently been prevented by weak 
acid irrigations postoperatively. Trocar cystotomy 
drainage has the advantages of requiring less nursing 
care and increasing the patient's comfort. Trocar cystot- 
omy drainage appears to be a valuable adjunct in the 
management of bladder dysfunction following vaginal 
hysterectomy, routinely or in selected cases in which 
a prolonged period of urinary retention is anticipated. 
General anesthesia was followed by a 20% higher 
morbidity than spinal anesthesia in the entire series of 
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200 cases. Trocar cystotomy appeared to circumvent 
the postoperative urethritis which is so often a dis- 
tressing sequel to indwelling urethral catheter drain- 
age. 


Diagnostic Value of Puncture of Rectouterine Excava- 
tion (Douglas’ Pouch) in Intra-abdominal Hemor- 
rhage Caused by Extrauterine Pregnancy. E. Her- 
mann. Zentralbl. Gynak. 78:700-706 (No. 18) 1956 
(In German) [Leipzig, Germany]. 


At the hospital with which this author is connected, 
puncture of the rectouterine excavation has been used 
systematically for more than 2 decades, particularly 
for the differentiation of complications caused by 
extrauterine pregnancies from inflammatory gyneco- 
logic disorders. Puncture of the rectouterine excava- 
tion is of particular value because it reduces the num- 
ber of exploratory laparotomies, and at the author's 
clinic an operation for a suspected ectopic pregnancy 
is almost never carried out without a diagnostic punc- 
ture of the rectouterine excavation. Exceptions to this 
rule are cases in which an ectopic pregnancy is either 
not suspected or a tubal rupture is clearly evident. 
The author believes that a diagnosis of a ruptured 
tubal pregnancy is made if puncture yields not only 
a relatively large quantity of blood but particularly if 
clots are present. The aspiration of a large quantity of 
blood always indicates a threatening condition; but the 
aspiration of only a small quantity, or a negative aspi- 
ration, does not necessarily rule out an extrauterine 
pregnancy. If the clinical findings are suggestive then 
the operation is performed even if the puncture yields 
no blood; otherwise the patient is carefully observed 
for 24 hours and then the puncture is repeated. The 
author does not resort to irrigation of the rectouterine 
excavation. 

A total of 313 patients with suspected ectopic preg- 
nancy were admitted to the author's clinic in the 
decade between 1946 and 1955, in some the suspicion 
of an ectopic pregnancy being raised only after admis- 
sion. The diagnosis of an extrauterine pregnancy could 
be excluded in 20 of these patients on the basis of a 
thorough general and gynecologic examination. A 
puncture of the rectouterine excavation was done in 
290 of the remaining 293. In 179 the puncture gave a 
positive result, an operation was performed in 176, and 
the extrauterine pregnancy was found in 164 of these 
women. Of the 3 not operated on 1 died during the 
examination as the result of hemorrhage; the other 2 
were not operated on because the gynecologic exam- 
ination did not indicate an extrauterine pregnancy 
despite the presence of blood in the rectouterine ex- 
cavation. Tubal pregnancy was found in 162 (26 tubal 
ruptures and 136 tubal abortions) and omental preg- 
nancies in 2 women. The 12 patients in whom the 
operation did not disclose an extrauterine pregnancy 
included 5 with a ruptured corpus luteum cyst, 2 with 
a ruptured follicular cyst, 1 with tubal tuberculosis, 
1 with a uterine perforation resulting from curettage, 
and 1 with a perforated duodenal ulcer; in the re- 
maining 2 the origin of the hemorrhage could not be 
ascertained. In 111 of the 290 patients puncture of 
the rectouterine excavation gave a negative result. 
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PEDIATRICS 


Vaccinations Against Smallpox in Very Young Chil- 
dren. H. J. Doorschodt. Maandschr. kindergeneesk. 
25:1-8 (Jan.) 1957 (In Dutch) [Leyden, Netherlands]. 


The author comments on the complications of small- 
pox vaccination, giving particular attention to post- 
vacinal encephalitis. Changes in the regulations on 
vaccinations in the Netherlands have provided an op- 
portunity to shed more light on the incidence of this 
serious complication. Evidence was obtained that it 
was much less frequent when the primary vaccination 
was carried out in children less than 2 years old than 
in older children. The aim of the studies presented 
here was to investigate whether smallpox vaccination 
could be successfully carried out at a very early age, 
that is, during the first 3 months of life. Studies were 
made on over 1,000 infants between 6 weeks and 1 
year old. The efficacy of vaccination was ascertained 
by determining the antihemagglutinin virus- 
neutralizing antibodies in the serum of the vaccinated 
child 3 weeks after the inoculation with smallpox vac- 
cine. 

It was found that the amount of antibodies present 
in infants less than 3 months old was on the average 
only slightly lower than in older children. The author 
concludes that if vaccination is performed carefully it 
is as successful in infants of less than 3 months than 
in older children. Furthermore, the vaccination of 
young infants has a number of advantages over that 
in older children: 1. The young child does not appear 
sick after vaccination, and this fact reduces the oppo- 
sition of the public to vaccination. 2. The fact that the 
young child is alone in his cradle reduces the danger 
of spreading complications caused by the vaccine. 
3. The danger of the postvaccinal encephalitis is very 
slight at this early age. 4. Contraindications such as 
the existence of eczema or exposure to acute infections 
is likewise less than later. 5. If smallpox vaccination 
is complete at 4 months of age, immunization against 
whooping cough, diphtheria, and tetanus can be begun. 


Heat Regulation of the Premature Infant in Clima- 
tized Incubators: Improvement of Thermal Insulation 
of Incubators with Plexiglas Hoods. J. Gleiss. Ztschr. 
Kinderh. 79:147-157 (No. 2) 1957 (In German) 
[Berlin]. 


The following questions were investigated: 1. Do 
the rhythmical temperature fluctuations of clima- 
tized incubators with warm-air blowers influence the 
thermoregulation of permature infants? 2. How do 
the thermoregulating mechanisms of the incubator 
and the infant within it react to rapid changes in the 
surrounding room temperature? The dependence of 
the thermal regulation of the premature infant on that 
of the incubator becomes most clearly evident in the 
behavior of the infant’s “internal” temperature (meas- 
ured in stomach or rectum). Measurements demon- 
strated that the thermoregulation of premature infants 
is influenced by the rhythmical temperature fluctua- 
tion of incubators. The “internal” temperature of a 
premature infant reacts the more readily the more pre- 
mature the child is. Changes in room temperature 
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amounting to several degrees (Centigrade) influeng 
the temperature in the incubator and with this that ¢ 
the infant, in that the infant's “internal” temperatuy: 
changes in the same direction (up or down) as dog 
the room temperature. 

-It was found that inadequate insulation of the jp. 
cubator hood is the essential cause of thermoability of 
the incubator and of the infant within it. In order 
improve the thermal insulation of the incubatox 
heated by warm air currents, it is suggested that ay 
air-jacket be created by inserting a thin-walled plexi. 
glas layer within the outer hood. To further reduc 
the thermal disturbances in closed incubators heated 
by warm air currents it is suggested that the opening 
admitting the warm air should be at the foot end 
rather than at the head end. The physician is respon. 
sible for any harm that a premature infant may sustain 
in an incubator. For this reason he must inform himsel{ 
about the construction and the mode of operation of 
incubators so that injurious effects will be avoided. 


Intrauterine Forms of Breathing. K. Dietel and. \. 
Dietel. Ztschr. Kinderh. 79:203-210 (No. 2) 1957 (In 
German) [Berlin]. 


The term “maturation of the respiratory center, im- 
plies that lower forms of breathing (gasping and 
periodic breathing) become replaced by the normal 
rhythm of breathing. The more immature the fetu 
or child the greater is the tendency to lower forms of 
breathing. Gasping or snapping respiration, for in- 
stance, has been observed in fetuses delivered during 
the 4th month of gestation. Hiccup is a special form 
of snapping respiration, in which the diaphragm is 
lowered so the air is inspired in jerks. Periodic breath- 
ing of the Cheyne-Stokes type is most frequent during 
immaturity. The respiratory center in the medulla 
oblongata is an ontogenetic unit in which the lower 
centers such as those for the gasping or snapping form 
of breathing or for periodic breathing are being super- 
seded or replaced by higher centers governing the 
normal rhythm of breathing. During the process of 
dying the ontogenetic processes in the composite 
respiratory center are reversed, in that the normal 
respiratory rhythm is replaced by periodic and this 
again by gasping respiration. The authors are con- 
cerned with the question as to what forms of respira- 
tion can be observed in the fetus in utero. Rhythmical. 
gliding, and wave-like movements can be observed it 
the region of the maternal umbilicus as pregnancy 
draws to the end. They are strongest in cases in which 
the chest of the fetus lies against the anterior wall of 
the uterus. The intrauterine respiratory movements 
can be seen, felt, or registered with Marey’s capsule 
through the maternal abdominal wall. 

In the investigations carried out by these authors 
the forms of respirations of the fetus in utero were 
compared with those observed in premature infants. 
The palpating hand differentiated between respiratory 
and body movements. Most of the tests were made at 
the end of pregnancy. Normal respiratory rhythm was 
observed most frequently. It generally continued for 
2 to 5 minutes. The longest period during which the 
authors were able to register it was 13 minutes; then 
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the fetal chest turned somewhat, so that no further 
movements could be observed. The normal rhythm 
is interrupted by periods of arrest of varying length, 
but averaging 20 or 30 seconds. The longest intra- 
uterine apnea lasted 2 minutes. Periodic breathing 
such as is observed in immature premature infants is 
characterized also in the fetus in utero by gradual 
decrease in the depth of breathing followed by respir- 
atory arrest. Alternating changes between normal and 
periodic rhythm are frequent in utero, Pure hiccup 
was observed in one case 2 days before delivery, but 
otherwise this type of respiration is more frequent 
during the middle than toward the end of pregnancy. 
Why do forms of respiration occur before birth that 
occur only in the immature and during the decay of 
the respiratory center? In the fetus in utero the higher 
respiratory centers may interrupt their function. This 
also interrupts the inhibitions which are exerted by 
these centers on the lower centers. Thus lower forms 
of respiration may appear. Two different respiratory 
rhythms may show relative coordination in utero. Cer- 
tain stimuli modify the automatism of the higher cen- 
ters temporarily. 


Conduct Disorders in Epileptic Children. F. Grunberg 
and D. A. Pond. J. Neurol. Neurosurg. & Psychiat. 
20:65-68 (Feb.) 1957 [London]. 


Fifty-three epileptic children with behavior dis- 
orders were compared with 53 psychiatrically normal 
epileptic children in respect to organic, genetic, and 
social environmental factors. The 2 groups differed 
significantly as to their social environment. The epi- 
leptic children with behavior disorders had a more 
disturbed family background. The most significant 
social environmental factors were a disturbed emo- 
tional maternal attitude towards the child and experi- 
ences by the child of breaks and changes in environ- 
ment. When 35 epileptic children with behavior 
disorders were compared with 35 nonepileptic children 
with the same behavior problems, the same adverse 
social environmental factors were found in both 
groups. The disturbed family background associated 
with conduct disorders in childhood epilepsy, whether 
causal or not, must be dealt with by combined medical 
and child-guidance techniques. 


DERMATOLOGY 


Rhythms in the Biologic Process in Normal and Ab- 
normal Nails. A. Stiihmer. Arch. klin. exp. Derm. 
204:1-12 (No. 1) 1957 (In German) [Berlin]. 


In some patients with psoriasis rows of small pits 
arranged chain-like along the longitudinal ribs of the 
nail were observed. The development of these rows of 
pits suggests a periodicity in the process of psoriasis. 
The stimulus apparently acts on the proximal end of 
the nail matrix for only 2 or 3 days at a time. Then 
the nail growth is normal again, but after an interval 
of 28 or 30 days the stimulus that produces the pits 
recurs. Uninterrupted chains of these pits can be 
observed from the nail bed to the anterior rim of the 
nail. In patients with diffuse scleroderma, roof-shingle- 
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like markings could be seen on the surface of the nails. 
These same changes, although somewhat less pro- 
nounced, were observed also on the nails of patients 
with psoriasis and on the nails of elderly persons with- 
out skin lesions. The author designates these structural 
changes in the nails as shingle-like onychodystrophy, 
and emphasizes that they suggest rhythmical changes 
in the growth of the nails. 


Treatment of Tuberculosis of the Skin: According to 
Statistics of 369 Treated Cases from 1941 to 1956. 
C. Huriez and P. H. Pelce. Semaine hdép. Paris 33:571- 
580 (Feb. 14) 1957 (In French) [Paris]. 


A series of 369 patients with tuberculosis of the skin 
were treated during the last 15 years in the most phthi- 
siogenic region of northern France. Lupus vulgaris 
was cured in 55% of the patients by a rotating treat- 
ment with antibiotics and calciferol. Isoniazid com- 
bined with streptomycin and calciferol resulted in the 
cure of all varieties of tuberculous lupus. Thanks to 
isoniazid, the healing rates of patients with tubercu- 
losis of the skin, who scarcely responded to vitamins, 
improved greatly: 80% of those with initial lesions, 
100% of those with verrucous forms, 75% of those with 
vegetative ulcers, and only 55% of these with scrofulo- 
derma were healed, although isoniazid had been 
injected in situ. The necessity of a combined antibiosis 
with isoniazid as the essential element, of a prolonged 
use of the antibiotics for at least 1 year, and of com- 
plementary therapy with vitamin D» is emphasized. 
Further experiments showed a “cortisone-like” action 
of large doses of vitamin D ». Good results were ob- 
tained in 20 patients, particularly in 6 with scrofulo- 
derma, by corticotherapy combined with antibiotics. 
This treatment cannot be generally applied because of 
the risk of tuberculosis. It should be used only in pa- 
tients, who do not respond to treatment with anti- 
biotics and vitamins. An increase of the isoniazid level, 
after cortisone was given, was observed in a study of 
isoniazid metabolism, made in 250 blood tests. This 
proved the potentiating action of cortisone. The histo- 
logical changes during treatment with antibiotics re- 
sulted in collagenous sclerosis, which is the final stage 
common to all healing processes. The authors empha- 
size the rotating therapy of antibiotics and vitamin 
D.. The general trend in the treatment of infectious 
lesions is to combine specific with nonspecific agents. 


OTOLARYNGOLOGY 


Antibiotic Deafness. O. Popper. South African M. J. 
31:54-56 (Jan. 19) 1957 [Cape Town, South Africa]. 


The author reports on 93 patients with antibiotic 
deafness. Wide incisions of the posterior quadrant of 
the ear drum were made. The discharge was tenacious 
and viscid in 1 patient, in whom fluid in the middle 
ear had persisted for months, and the author had to 
incise 5 times. Incision was made three times in 7 and 
twice in 17 patients. This treatment was insufficient 
for 18 patients. Drainage of the attic and antrum 
tympanicum cleared the condition of these patients 
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completely. The method used was an endaural trans- 
tympanic atticoantrostomy. An acute otitis media is 
not necessarily cured by the administration of anti- 
biotics. Antibiotic deafness is due to the retention of 
fluid in the middle ear after acute otitis media treated 
with antibiotics. Conductive deafness may be caused 
by the large doses of antibiotics, which act rapidly 
(within 24 hours), arresting inflammation. The re- 
tained fluid becomes sterile and the capillaries are not 
stimulated to dilate and absorb this fluid. This is likely 
to become reinfected. The infection may be latent in 
the attic and antrum. Treatment should be as con- 
servative as possible. It varies from simple incision to 
more extensive measure. 


Bronchogenic Carcinoma: Diagnostic Aspects of 228 
Proved Cases. C. H. Steele. Laryngoscope 67:137-146 
(Feb.) 1957 [St. Louis]. 


Of 228 patients between the ages of 31 and 80 years 
with proved bronchogenic carcinoma, 200 were men 
and 28 were women. The diagnosis was established 
by biopsy, exploration, or autopsy. A positive diagno- 
sis was made by bronchoscopic biopsy in 92 (40.4%). 
Two hundred four (89.9% ) of the 228 patients smoked: 
150 (65.7%) smoked 20 or more cigarettes daily, or 
an equivalent amount of pipe or cigar tobacco, for 
periods ranging from 20 to 45 years. Two hundred 
three patients (89%) were city dwellers and lived in 
an environment in which the atmosphere contained 
varying amounts of possible carcinogenic dusts, gasses, 
fumes, and chemicals. Sixty-five per cent of the group 
worked indoors, and 35% worked predominantly out- 
doors. Examination of operative or autopsy specimens 
revealed squamous cell carcinoma in 103, undifferenti- 
ated carcinoma in 77, and adenocarcinoma in 48. 
While only a small percentage of the epidermoid and 
undifferentiated carcinomas occurred in women, a 
more nearly equal distribution was found in adeno- 
carcinoma. 

The cardinal symptoms of bronchogenic carcinoma 
in order of frequency were cough, lingering respira- 
tory symptoms after influenza, chest cold or pneu- 
monia, chest discomfort or pain, dyspnea, and hemop- 
tysis. The average duration of symptoms from onset 
to positive diagnosis was 7.6 months. The average 
delay from the first medical consultation to positive 
diagnosis was 3.1 months. Signs of endobronchial 
obstructions were the most common physical signs. 
Roentgenograms of the chest proved to be the most 
valuable single means of obtaining a presumptive 
diagnosis of pulmonary cancer. Two hundred twenty- 
one patients (97%) were suspected by the roent- 
genologist to have bronchogenic carcinoma. Broncho- 
scopy was of value in establishing the diagnosis of 
bronchogenic carcinoma by visualization and biopsy 
of the lesion and by permitting bronchial lavage of 
selected areas of the pulmonary tree for cytological 
examination. Bronchoscopy was also an aid in deter- 
mining operability based on the presence or absence 
of anatomic-pathological changes in the tracheobron- 
chial tree suggestive of bronchogenic carcinoma. 

Cytological study of bronchial aspirate specimens, 
after bronchial lavage, was done in 61 patients. The 
presence of malignant cells was noted in those ob- 
tained from 29 (47.5%) of the 61 patients. A high 
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percentage of bronchial aspirates containing malignan; 
cells was revealed by the cytological study of spec. 
mens obtained by abrasion of the bronchial wal] wit) 
bronchoscopic forceps or aspirator followed by force. 
ful washing of such areas with sodium chloride soly. 
tion. With increased experience, a positive diagnosis 
of bronchogenic carcinoma was made by cytologic,| 
examination of bronchoscopically recovered secretion; 
in 55.5%, while such a diagnosis was made with the 
aid of forceps biopsy in 25.9%. 


Intubation Granuloma. S. S. Epstein and P. Winston 
J. Laryng. & Otol. 71:37-48 (Jan.) 1957 [London], 


Intubation granuloma is a complication of endo- 
tracheal anesthesia that is becoming more frequent 
due to the increasing use of intubation. There is 1 
doubt that the condition is far more common thar 
the 55 cases collected from the literature would indi- 
cate. The data on these 55 cases are tabulated and the 
authors present findings on 10 additional cases ob- 
served in a London hospital between 1948 and 1956 
A tew of these patients were referred to the staff of 
this hospital following operation elsewhere. Six of the 
10 patients had unilateral and 4 had bilateral lesions. 
Hoarseness is the presenting symptom in most pa- 
tients. Respiratory obstruction may occur if the granv- 
loma is large and especially if bilateral. Emergenc 
removal may be necessitated on this account. The 
diagnosis is easily made in a patient who complains o! 
persistent postoperative hoarseness. Intubation under 
direct vision with the smallest possible tube, use of 
muscular relaxants, avoidance of too light a plane 
of anesthesia during induction, and prevention of ev- 
cessive flexion of the neck during operation have been 
suggested as prophylactic measures, but the authors 
regard their value as debatable. They believe that the 
Magill tube by virtue of its shape and resilience must 
be held responsible for pressure necrosis in the region 
of the posterior commissure and occasionally on the 
anterior tracheal wall. Dwyer strongly recommended 
a tube curved in two planes to achieve greater con- 
formity with the natural shape of the air passages. 

As intubation granuloma originates from an abra- 
sion of the vocal process, there is little doubt that early 
recognition of postintubation laryngeal damage will 
minimize the risk of subsequent granuloma formation. 
Hoarseness peristing more than 2 days after an opera- 
tion in which intubation was performed is a clear 
indication for laryngoscopy. Should there be any 
ulceration of the vocal process, absolute vocal rest 
until complete healing occurs is probably the most 
important single factor in the prevention of intubation 
granuloma. Removal of a sessile intubation granuloma 
exposes a large bare area which will gradually heal by 
granulation, possibly with recurrence of granuloma 
formation. 


The Clinical Significance of the Ramification of the 
Recurrent Laryngeal Nerves: A Critical Anatomical 
Study. H. Pichler and A. Gisel. Laryngoscope 67:105- 
117 (Feb.) 1957 [St. Louis]. 


In 1948, King and Gregg studied the reasons for the 
various behaviors of the vocal cords after partial 0! 
total paralysis of the recurrent laryngeal nerves occul- 
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ring after thyroidectomies and other operations of the 
throat or after traumas of the neck. These American 
workers emphasized the clinical significance of an 
extralaryngeal division of the recurrent laryngeal 
nerve into anterior and posterior branches, which 
according to their statement “offers the only rational 
explanation of all lower motor neuron vocal cord 
paralyses.” King and Gregg’s report induced a series 
of studies carried out by the authors at the Anatomical 
Institute in Vienna. One hundred dissected recurrent 
laryngeal nerves were prepared; 40 preparations were 
made in situ, and later 60 were done on isolated 
larynges. Extralaryngeal divisions were found in all 
of the 100 nerve preparations on microscopic exam- 
ination. The extralaryngeal division of the recurrent 
nerve was identified as a division in motor and sensory 
fibers. It occurred at the level of the first, second, or 
third tracheal cartilage. At the point of the bifurcation 
the recurrent nerve gave off a sensory branch which 
was distributed to the mucosa of the hypopharynx, 
then split and subdivided, forming an anastomosis 
between the inferior and superior laryngeal nerves. 
It thus constituted the caudal portion of Galen’s loop. 

This nerve was located on the cricoarytenoideus 
posterior muscle. In every instance, the ramus poste- 
rior proper branched off only endolaryngeally. The 
division of the inferior laryngeal nerve into the pos- 
terior ramus (the mesial branch) and the anterior 
ramus (the lateral branch) occurred in all cases about 
1 cm. above the lower edge of the cricoid cartilage. 
The ramus posterior proper was located below the 
cricoarytenoideus posterior muscle, between the mus- 
cle and the perichondrium. The authors could not 
trace any low extralaryngeal division of the recurrent 
nerve into abductor and adductor branches, respec- 
tively, but the presence of this anatomic condition 
constitutes an essential requirement of the King-Gregg 
hypothesis. Since most workers express serious doubts 
concerning the motor innervation of Galen’s loop, one 
must caution against overrating the clinical importance 
attributed to the presence of an extralaryngeal motor 
ramus posterior to the recurrent nerve. There are 
serious reasons to doubt that the problem of the baf- 
fling behaviors of the vocal cords after thyroidectomy 
has as yet been satisfactorily solved by the explanation 
offered by King and Gregg. 


PATHOLOGY 


Statistical Findings and Considerations on Tumors 
Observed Between 1945 and 1954. P. Aresu Rass. med. 
sarda 58:33-53 (Jan.-Feb. ) 1956 (In Italian) [Cagliari, 
Italy]. 


In 1,914 autopsies performed between 1945 and 
1954, 171 tumors were found, of which 26 were benign 
and 145 malignant. Benign tumors were most frequent 
among patients 40 to 50 years old and malignant 
tumors among patients 40 to 70 years old and espe- 
cially among patients in the 60's. The connective tissue 
and the urogenital apparatus were the most frequent 
location for benign tumors; the greatest number of 
malignant tumors were of epithelial origin and oc- 
curred most frequently in the digestive tract, followed 
by the urogenital tract, respiratory tract, and the 
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lymphatic system. Most of the benign urogenital 
tumors were fibromas of the uterus; these were fol- 
lowed by fibroadenomas of the breast. The order of 
frequency in the location of the malignant tumors of 
the digestive tract was: the liver (mainly cancrocir- 
rhosis ), stomach, bile ductus, pancreas, rectum, small 
intestine, palate, tongue, and esophagus. Malignant 
tumors of the urogenital apparatus were located most 
frequently in the kidney and the uterus, followed by 
the bladder, prostate, and ovary. Almost all tumors of 
the nervous system were gliomas and were mainly 
found in the cerebellum and in the frontal and parietal 
cerebral lobes. All the malignant tumors of the respira- 
tory tract occurred in the lungs except for 1 in the 
pleura and 1 in the larynx. The tumors of the skeleton 
and of the lymphatic apparatus were all of mesen- 
chymal origin. 

Analysis of the findings in specimens from 5,433 
biopsies performed in the same decade revealed the 
presence of tumor in 2,184, of which 1,509 were malig- 
nant and 675 benign. Malignant tumors were most 
frequent among patients 40 to 70 vears old. More 
specimens, both malignant and benign, were from 
women than from men. The location in order of fre- 
quency for benign tumors was the urogenital tract, 
breasts, digestive tract, skin, nervous system, and res- 
piratory tract; for malignant tumors it was the uro- 
genital tract (427), digestive tract (382), respiratory 
tract (131), lymphatic system (113), skin (98), skele- 
ton (46), sensory organs (39), endocrine glands (14), 
muscles (7), nervous system (5), and the hemopoietic 
organs (1). The origin of 335 tumors, 89 benign and 
246 malignant, could not be established. 


The Clinical Value of Urinary 17-Ketogenic Steroid 
Determinations. M. J]. Levell, F. L. Mitchell, C. G. 
Paine and A. Jordan. J. Clin. Path. 10:72-79 (Feb. ) 
1957 [London]. 


The normal range of urinary 17-ketogenic steroids 
was established from assays on 182 persons ranging in 
age from 3 to 101 years. The values show a rise during 
childhood, boys and girls having apparently identical 
ranges up to the age of 15 years, after which the level 
in boys rises to a higher average than that in girls. 
Between the ages of 20 and 40 years the geometric 
mean for men, 12 mg. per day, is significantly higher 
than that for women, 9.3 mg. per day. At any age the 
values for either sex seem to be better represented by 
a log-normal distribution than by a normal one, and 
for this reason the geometric means are given. In later 
life the excretion of 17-ketogenic steroids in men ap- 
pears to decline. The values for women do not show 
a similar decline. 

The authors also present the values found in the 
following conditions: adrenal cortical hypofunction, 
myxedema, hypopituitarism, pituitary basophilism, the 
adrenogenital syndrome, hirsuties, diabetes, thyrotoxi- 
cosis, amenorrhea, rheumatoid arthritis, and obesity. 
The normal values observed in some patients with 
adrenal cortical hypofunction and pituitary basophil- 
ism and the unexpectedly high values found for 
adrenal steroids in some patients with pituitary in- 
sufficiency illustrate clearly the dangers of placing too 
much reliance on single determinations. The limits of 
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the normal range are wide, so that a person’s 17-keto- *, collected daily for estimation of lead, coproporphyrin, 
genic steroid excretion may vary greatly without «* and creatinine. In addition lead analysis was_per- 
reaching a value which would be regarded as ab- ~& formed on daily fecal samples and on blood samples 
normal. In this respect, the status of the 17-ketogenic taken frequently. 

steroid assay is similar to that of the 17-ketosteroid Three of the patients were treated in turn for 3-day 
estimation. These observations emphasize the desira- * * periods with edathamil calcium disodium in doses of 
bility of performing an adrenal function test wherever “|. 1 Gm. per 30 pounds of body weight per day, given 
indicated. The high values found in the patients with intravenous drip lasting 4 to 6 hours, with 300 mg. ot 
virilizing adrenal hyperplasias suggest a block in the “. penicillamine 3 times a day by mouth and with 1 Gm. 
biosynthesis of 17-hydroxycorticosterone with conse- ~~ of edathamil calcium disodium by mouth 4 times a 
quent overproduction of the precursor, 17-hydroxy- / day. Intervals of several days were allowed between 


progesterone. As this substance does not adequately —~ the different forms of treatment, and each treatment 
suppress the pituitary production of corticotropin, the “ was preceded by 2 contro! days during which urine, 
effect is to produce adrenal hyperplasia, and, although | feces, and blood were collected for analysis. The men 
17-hydroxyprogesterone is not in itself ketogenic, it were confined to bed for the first few days and re- 
is probably converted in part to a 17-ketogenic steroid. ceived amobarbital as a sedative. A high fluid intake 
The potentialities of the 17-ketogenic steroid assay and full diet were encouraged. After discharge from 
in diagnosis and control of treatment are best studied the hospital, examinations and analyses were carried 
by comparison with the 17-ketosteroid assay. In most out at weekly intervals. Edathamil calcium disodium 
of the conditions considered, as far as single estima- was given in 1 Gm. doses 4 times a day by mouth for 
tions are concerned, the two methods yield about the alternate weeks until the clinical condition was satis- 
same amount of information as judged by the extent of factory and the lead excretion normal. They, then, 
the departure from normal. In patients suspected of took up work that did not involve exposure to toxic 
having the adrenogenital syndrome it is advantageous hazards. 
to have both assays performed, but in general it would Edathamil calcium disodium is the monocalcium 
seem that one would suffice. In view of the undoubted disodium complex of ethylene diamine _tetra-acetic 
advantage of the 17-ketogenic steroid assay in follow- acid. It is a chelating agent that combines with me- 
= ing changes in adrenal function, as evidenced by corti- tallic ions forming nonionized, biologically inactive 
os cotropin tests, by treatment of patients with hypothy- compounds. It has revolutionized the treatment ot 
se: roidism, and by response to stress, this is the assay of lead poisoning. Penicillamine (88 dimethyl cysteine 
. choice. like dimercaprol contains 2 thiol (-SH) groups per 


molecule. It increases the urinary excretion of copper 
in normal subjects and in patients with hepatolentic- 


INDUSTRIAL MEDICINE ular degeneration as effectively as does dimercaprol. 

The Treatment of Tetraethyl Lead Poisoning. R. R. It was used in these patients to increase lead excre- 
7 Boyd, G. Walker and I. N. Henderson. Lancet 1:181- tion, but it had little effect in this respect. While the 
“ 185 (Jan. 26) 1957 [London]. urinary lead excretion was increased sevenfold by the 
intravenous injection of edathamil calcium disodium. 
‘ Tetraethyl lead is a highly toxic liquid that is it was influenced little by the oral administration ot 
i blended with gasoline. This organometal compound this drug or of penicillamine. The 4th patient who had 
Sg is absorbed through the skin and the respiratory and mania, hallucinations, and delusion responded favor- 
S alimentary mucosa. It is probably distributed in a ably to electroconvulsion therapy. 
nonionic form, and, being lipid-soluble, it is concen- 
: trated in the brain, body fat, and liver. Its toxicity is Delayed Death Caused by Gassing in a Silo Contain- 

due to its lead content, and, because of selective up- ing Green Forage. F. M. Troisi. Brit. J. Indust. Med 
: take, manifestations of poisoning are dominated by 14:56-58 (Jan.) 1957 [London]. 
. involvement of the central nervous system and differ ; 
from those of inorganic lead poisoning. Although the A youth of 18 years of age and a boy of 12 de- 
: inhalation of tetraethyl-lead vapor for a brief period scended into a silo on a small farm in Italy. The silo 
may be fatal, the continued excretion of large amounts was of cement, cylindrical in shape, 6 meters (19 ft. 
-e of lead in the urine for some time after the removal high and about 4.5 meters 14 ft. in diameter, and 
7 of symptomless workers from prolonged minor ex- about half its height was buried m the ground, with 
| posure suggests that appreciable quantities of tetra- only one opening in the roof, which was closed with 
ethyl lead may be absorbed and the lead stored in a a metallic cover. Green forage, mixed with beans, 
| relatively nontoxic form. Three moderately severe barley, and oats had been preserved in the silo, which 
: cases of poisoning are described in this report, and a had been nearly empty for about a month, with the 
: 4th case with a severe psychosis is mentioned. These cover in place. The 2 youths entered the silo to re- 


move the remaining silage. Shortly after reaching the 


4 cases involved men who worked for 6 weeks clean- 
bottom of the silo they became unconscious. A mat 


ing underground tanks that had contained leaded 


gasoline. The affected men scraped the deposit con- of 61 standing nearby went into the silo to help them, 
taining tetraethyl lead from the floors and sides of the. and he also lost consciousness. All 3 were dragged 
tank and shovelled it into buckets, which were hauled © out, and artificial respiration was applied. The - 
to the surface and emptied into pits. They were pro- youths were already dead. The man was immediatel) 
vided with protective clothing and equipment, but . taken to the nearest clinic. He appeared to be in 


they neglected to adhere strictly to the prescribed extremis; the only sign of life was intermittent cardia¢ 
precautions. During the period in hospital, urine was contractions. Artificial respiration was started at once, 
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and cardiac and respiratory stimulants were given to- 
gether with 500 ml. of plasma intravenously. After 
about an hour a few spontaneous respirations began, 
aid in about 10 minutes tachypnea developed. Con- 
sciousness was not regained at any time. After 5 hours 
he was admitted to hospital completely unconscious. 
This man died on the 5th day, despite the adminis- 
tration of oxygen, respiratory stimulants, and repeated 
blood transfusions preceded by bleeding. The clinical 
findings were those of asphyxia with delayed death 
due to carbon dioxide intoxication and perhaps to 
anoxemia also. 

It should be remembered that carbon dioxide may 
accumulate in silos, whether they contain forage or 
grain. The type of silo described above, half-buried in 
the ground and with a single opening in the roof, 
should be prohibited. All silos should be provided 
with a free opening at the base. Underground tanks 
and vats must be actively ventilated before they are 
entered, and the person entering such a chamber must 
be secured by a rope and be observed from outside. 
When it is necessary to enter a chamber where the 
presence of carbon dioxide is known or suspected, it 
is essential to use breathing apparatus that draws air 
from outside the chamber. Posters may be displayed 
at farms indicating the dangers and the necessary 
preventive measures. Methods for testing enclosed 
atmospheres for the presence of carbon dioxide and 
sufficient oxygen are to lower lighted candles or small 
caged animals into the chamber. 


Decompression Sickness During the Sinking of a Cais- 
son: A Study of Some Factors in the Pathogenesis of 
Caisson Disease. H. E. Lewis and W. D. M. Paton. 
Brit. J. Indust. Med. 14:5-12 (Jan.) 1957 [London]. 


Most of the studies of decompression sickness have 
been made during the construction of tunnels. The 
sinking of a caisson, however, involves certain special 
features not encountered in tunnel work. This paper 
describes an investigation into the incidence of de- 
compression sickness during the sinking of reinforced 
concrete caissons. In the period during which the 
pressure exceeded 18 Ib. per sq. in., there were 79 
cases of bends affecting 37 men in a total number of 
1,800 compressions at the inlet caisson. At the outlet 
caisson there were another 10 cases in 310 decom- 
pressions. This gives a total incidence of about 4%. 
The incidence of bends began to rise when the pres- 
sure exceeded 20 lb., then rose to a high level for a 
brief period, and tended to fall thereafter even though 
the pressure was maintained. This almost “epidemic” 
character of decompression sickness is a very common 
feature. Bends consisted of aching pains most com- 
monly affecting the joints. The legs were the most 
frequently affected and next the arms. The knees, 
wrists, shoulders, head, and the body in general were 
also affected. A few workers were repeatedly victims 
of mild bends, and 2 had as many as 6 attacks each. 

Among the contributory factors to what was a rather 
high rate of decompression sickness were: (1) inac- 
curacy in following the prescribed decompression 
procedure; (2) accumulation of carbon dioxide in the 
blister lock in which decompression took place; (3) 
vigorous muscular exercise immediately before the 
decompression, due to the ascending 70-ft. ladder; 
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(4) chilling because of the temperature difference be- 
tween the hot face and the cold decompression cham- 
ber. It is recommended that lock-keepers be properly 
trained and given sufficient authority for their task, 
that a recording barograph be attached to any cham- 
ber in which decompression of men takes place, that 
the blister lock be ventilated or “cleared” during de- 
compression, and that the men wait for 10 minutes 
after climbing the caisson ladder before entering it so 
that their carbon dioxide production will have de- 
creased to resting levels. This waiting period will also 
tend to reduce the effect of exercise in predisposing 
to bends. If possible, dry clothes should be put on 
before entering the decompression lock, and the lock 
should be kept warm during decompression. 


PUBLIC HEALTH 


The Reported Incidence of Glandular Fever: An 
Analysis of a Report of the Public Health Laboratory 
Service. K. W. Newell. J. Clin. Path. 10:20-22 (Feb.) 
1957 [London]. 


In recent years pathologists in public health and 
hospital laboratories in England and Wales have been 
voluntarily making weekly reports on infectious dis- 
eases diagnosed in their laboratories to the director 
of the Public Health Laboratory Service. Infectious 
mononucleosis is on the list of diseases for which re- 
ports are made. In 1955 pathologists were asked to 
give the age, sex, and occupation of the patient for 
for each case diagnosed. Though about 98% of 
the hospital and public health laboratories in England 
and Wales take part in the reporting, it does not 
necessarily follow that every laboratory invariably 
reports cases of infectious mononucleosis. In a pre- 
liminary study in 1954 efforts were made to obtain 
detailed information on the titers obtained in the 
Paul-Bunnell test and on whether or not absorption 
tests were made, but the interpretation of reports from 
so many different pathologists was difficult, and in 
the main study in 1955 pathologists were only asked 
to state whether they based their diagnosis on the re- 
sults of serologic or hematological tests or both. 

In 1955 pathologists reported 1,861 cases of which 
1,769 were diagnosed serologically, alone or in con- 
junction with blood or clinical examinations, and in 
92 findings were similar to those of infectious mononu- 
cleosis clinically and hematologically, but serologic 
findings were negative. The analysis deals only with 
the 1,769 serologically confirmed cases. It was found 
that 50% of the cases were in children under 15 years 
of age, but only 39% of those in persons between 15 
and 19 were in males. Infectious mononucleosis in 
aduits was more frequent during the summer, where- 
as in children under 15 there was no seasonal peak, 
the distribution being about the same throughout 
the year. Attack rates seemed to be higher in the 
south of England than in the north. From the records 
on the occupations of 62% of the patients between 16 
and 34 years, it appeared probable that occupational 
differences could be explained by the accessibility of 
diagnostic facilities. The age groups with the highest 
incidence appeared to be similar in a number of 
different occupations. 
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BOOK REVIEWS 


The Early Detection and Prevention of Disease. Edited by 
John P. Hubbard, M.D., George S. Pepper Professor of Public 
Health and Preventive Medicine, University of Pennsylvania 
School of Medicine, Philadelphia. Cloth. $7.50. Pp. 350, with 
2 illustrations. Blakiston Company (division of McGraw-Hill 
Book Company, Inc.), 330 W. 42nd St., New York 36; 95 
Farringdon St., London, E.C.4, England; 253 Spadina Rd., 
Toronto 4, Canada, 1957. 


Some 28 contributors, working in a variety of fields, 
have attempted to set down as briefly as possible the 
salient points in disease prevention. It is surprising, con- 
sidering space limitations, how much that is of factual 
importance they have succeeded in presenting. Not all 
diseases could be considered, but the major ones seen 
in daily practice are broadly viewed. Most diseases 
enter the body via the respiratory or alimentary sys- 
tems. This is especially true in the case of young chil- 
dren, adolescents, and adults up to 45 years of age. 
Older people are more likely to suffer from metabolic 
disturbances. Chapter 15, by Klaus Hummeler, deals 
with viral diseases of the respiratory tract, especially 
influenza. In 1933, an influenza virus was first isolated 
and identified as a specific pathogen. Seven years later, 
an “A” and a “B” strain, quite different from each other 
in many respects, were recognized. Since then a “C™ 
and possibly a “D” (Japanese) strain have been 
studied. Vaccines made from various strains are only 
partially successful. The antibiotics effective against 
some viruses have little or no effect against this dis- 
ease. Owing to great changes in the character of 
strains, vaccines have to be modified from time to time. 
Under optimal conditions the incidence of influenza 
may be reduced about 90% (less for influenza ~B”) by 
vaccination. 

Cancer of the lung is the subject of chapter 16, by 
Katherine R. Boucot, who avoids any extensive allu- 
sion to smoking as a cause, save to say that in the light 
of present knowledge, cutting down on excess is mere- 
ly common-sense management for all smokers. Men 
over 45 years of age who have a distressing chronic 
cough, hemoptysis, unilateral wheeze, and weight loss 
are suspect, and should be carefully studied. Even so 
it may then be too late. In patients with frequent 
coughs and colds, a roentgenogram of the chest should 
be made every six months. Early detection and pre- 
vention of tuberculosis is the theme of a chapter by 
David A. Cooper. We are now able to diagnose early 
infection of the lungs by clinical, laboratory, and x-ray 
studies. Aminosalicylic acid and isoniazid are valuable 
drugs, and with their use, the incidence of tuberculosis 
continues to decline, but the disease is still far from 
being eradicated. For about 20 years, surgery of the 
lung has progressed, but it is applied chiefly in ad- 
vanced cases. Since tuberculosis is directly transmitted 
from an infected to a well person, normal social con- 
tacts will always make eradication of the disease diffi- 


These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 


cult: An introductory chapter on the changing scene 
and a later chapter on the prevention of first-attack 
rheumatic fever were written by the editor. He states 
that in every case of rheumatic fever we should search 
for the Streptococcus pyogenes. To examine a throat 
and simply report it as “very red” without taking a 
culture is poor procedure and may jeopardize a pa- 
tient’s future health. There is much more of interest 
and profit to the reader in this excellent symposium. 
The paper and print are excellent. 


Fortschritte der Serologie. Von Dr. Hans Schmidt. Second 
edition. Artificial leather. 150 marks. Pp. 1114; XXIII, with 87 
illustrations. Verlag Dr. Dietrich Steinkopff, Holzhofallee 35, 
(16) Darmstadt, Germany, [1950-1955]. 


The first edition of this important work appeared in 
1933, and the present edition represents an effort to 
assimilate the immense number of contributions that 
have been made in the field of serology since that 
time, in both Europe and America. Issued in 18 in- 
stallments, the book is now complete and totals 1,117 
pages. The six major divisions deal with antigens, anti- 
bodies, the antigen-antibody complex, the formation of 
antibodies, indirect and secondary effects of the anti- 
gen-antibody reaction, and special serologic reactions. 
The first division may be taken as an example of the 
comprehensiveness of the work. It contains sections 
on specificity and the haptene concept, proteins in 
general, the specificity of proteins, chemically altered 
proteins, artificially conjugated antigens, carbohydrate- 
protein combinations, serologic experiments with 
chemically marked antigens, reactions of simple com- 
pounds of known composition, the limits of specificity, 
microbial antigens, bacterial toxins and animal poisons, 
heterogenetic antigens and antibodies, viruses, and 
phages. The other five divisions of the book are equally 
detailed and comprehensive. 

Especially to be commended is the author's plan of 
disposing of his topics in units of a few pages, so that 
each unit is followed at once by its bibliography and 
so constitutes a compact and coherent entity, Abbre- 
viations and other special terms are defined and used 
freely within the unit but are not carried over into re- 
mote parts of the text; it is therefore easy to find a 
complete and intelligible discussion of each topic, so 
that the book is unusually convenient for quick refer- 
ence. The bibliography is copious and accurate, and 
ait appendix issued with the last installment brings 
the work up to date on such subjects as localization 
of antigens, effects of ionizing radiations on antibody 
production, the antitoxic immune globulins, transfer of 
passive immunity from mother to fetus, coproanti- 
bodies, experimental organ-antibodies, autoantibodies. 
antibody production in tissue cultures, and properdin. 
The author and subject indexes have been prepared 
with care, and the printing is flawless. This book will 
be indispensable in any library used by immunologists, 
serologists, and clinical pathologists. 
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\ Text-Book of Gynaecology for Students and Practitioners. 
By umes Young, D.S.O., M.D., F.R.C.O.G., Consulting Gynae- 
Joist, Royal Infirmary, Edinburgh. Tenth edition revised in 
coll:boration with J. C. McClure Browne, F.R.C.O.G., 
F.RC.S.E., Professor of Obstetrics and Gynaecology, University 
of London, London. Cloth. $9. Pp. 253, with 302 illustrations. 
The Maemillan Company, 60 Fifth Ave., New York 11, 1956. 


This edition appears only two years after the previ- 
ous one. There are two new chapters, one on schistoso- 
miasis (bilharziasis ) and the other on syphilis, granu- 
loma inguinale, and lymphopathia venereum. Several 
chapters have been rewritten, the text has been re- 
vised, and several new illustrations have been added. 
The authors are not enthusiastic about plastic opera- 
tions on the oviducts, in spite of the recent extensive 
literature on this subject. They point out that only the 
smallest doses of estrogens should be used to over- 
come menopausal symptoms. They emphasize that 
uterine bleeding may occur after the use of estrogens, 
but they maintain this is produced if the dosage has 
been somewhat too large and is stopped because of 
nausea, They fail to warn their readers to use the es- 
trogens intermittently and not continuously for long 
periods of time. 

The section on operative gynecology is most inade- 
quate and perhaps should have been omitted. It occu- 
pies only 33 pages. Eleven illustrations depict instru- 
ments but only two portray vaginal hysterectomy. One 
shows subtotal hysterectomy and one the complete 
hysterectomy for cancer of the cervix. There are very 
few references in this book. In spite of these minor 
criticisms, the book is outstanding. Its popularity and 
usefulness are attested to by the 10 editions since 1921. 
This edition, like its predecessors, should prove help- 
ful to students and practitioners throughout the world. 


Sequeira’s Diseases of the Skin. By John T. Ingram, M.D., 
F.R.C.P., Physician in Charge, Skin Department, General In- 
firmary, Leeds, and Reginald T. Brain, M.D., F.R.C.P., Physi- 
cian in Charge, Skin Departments at Royal Free Hospital and 
Hospital for Sick Children, Gt. Ormond Street, London. Sixth 
edition. Cloth. $18. Pp. 843, with 489 illustrations. The Mac- 
millan Company, 60 Fifth Ave., New York 11; J. & A. Church- 
ill, Ltd., 104 Gloucester Pl., Portman Sq., London, W. 1, 
England, 1957. 


The authors of this sixth edition of a well-known 
English textbook are former students of the late Dr. 
Sequeira. Ten years have elapsed since the appearance 
of the previous edition. In view of the marked ad- 
vances in dermatology during this period, extensive 
changes have been made in the book and many chap- 
ters have been completely rewritten. Nevertheless, the 
volume adheres to the same stereotyped pattern of 
presentation as its predecessor. The general] range of 
skin diseases is covered in detail and the descriptive 
writing is simple and straightforward. Therapeutic 
procedures are described adequately, although many 
of the newer ideas, drug information, and techniques 
are merely enumerated or briefly discussed. The ad- 
herence of the authors to the formalized and didactic 
presentation of material has a slightly stultifying effect 
on the reader. The illustrations are clear and in general 
serve to amplify the text, but a number of the older 
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photographs could have been deleted without detract- 
ing from the volume. The present edition should con- 
tinue to serve as a reliable and conservative guide to 
students and practitioners interested in the subject, 
although the volume is not nearly as comprehensive 
and illuminating as some of the other recent textbooks 
in this field. 


Mental Health Administration. By Jack R. Ewalt, MLD. 
Commissioner, Massachusetts Department of Mental Health, 
Boston. Cloth. $5.50. Pp. 168. Charles C Thomas, Publishes 
301-327 E. Lawrence Ave., Springfield, IL; Blackwell Scien- 
tific Publications Ltd., 24-25 Broad St., Oxford, England: 
Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 1956 


The administration of mental health institutions is 
no longer considered a job that anyone can do with 
good intentions but little knowledge or experience. 
Today, in fact, there is an accrediting body that certi- 
fies psychiatrists for this position. The commissioner of 
the Massachusetts Department of Mental Health has 
here written a small volume dealing with administra- 
tion of mental health departments, community mental 
health programs, mental health centers, and mental 
hospitals. In this book there are numerous practical 
recommendations concerning the mundane aspects of 
administration derived from the author’s own varied 
experiences. With all the details, and these certainly 
not complete, there is a noticeable absence of an ex- 
plicit philosophy and a sense of values. True, the 
details must be learned and applied to myriad prob- 
lems, but without a value system they are applicable 
to institutions and not to the human being who is sick 
and suffering. The clothing requisites per 1,000 pa- 
tients per year or the number of domestics in a special 
type of school may be significant for the concept of 
organization but are irrelevant to the treatment goals 
unless the meanng of all services is oriented to the 
specific ends. Therefore, this is not a good reference 
book but a manual of operations for those who need 
to know the means but not the end. 


Pregnancy and Birth: A Book for Expectant Parents. By 
Alan F. Guttmacher, Director of Gynecology and Obstetrics, 
Mt. Sinai Hospital, New York. [Some of material in this book 
appeared in different form in author's book “Into This Uni- 
verse.”] Cloth. $4.50. Pp. 335, with drawings by Anthony 
Ravielli. The Viking Press, Inc., 625 Madison Ave., New York 
22; Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto 2, 
Canada, 1956, 

This book provides an answer to the inquisitive 
mind of the modern mother. It cannot be compared 
with any previously published manual for expectant 
parents, as it is truly a textbook of obstetrics written in 
terms that the average lay person can comprehend. 
It goes into much greater detail than any previous 
volume written for the expectant parent. The author 
has made a definite effort to be precise and to explain 
frequently used medical terms in language that can be 
easily understood by the nonmedical public. The book 
is written in his characteristically clear and interesting 
style, so that one can easily read this book from cover 
to cover. 
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Present-day emphasis on knowledge about preg- 
nancy and reproduction has been far in advance of the 
literature available for the lay public. Therefore, this 
book will provide answers to those expectant parents 
who desire more than superficial information. It will 
probably serve a more important purpose as a refer- 
ence for those wishing medical information in terms 
that are easily understood. The index is extremely 
complete and contains medical headings, as well as 
terms frequently used by the laity. This book can be 
highly recommended to expectant parents. 


Occupational Therapy: Principles and Practice. By William 
Rush Dunton, Jr., M.D., and Sidney Licht, M.D. Second edi- 
tion. Cloth. $8. Pp. 373, with 17 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 
2B, Canada, 1957. 


Extensive revisions have been made in this new edi- 
tion of a leading book in its field. Especially to be 
noted is the revision of the chapter on upper extremity 
amputees. Emphasis is placed not only on the types 
and working mechanisms of a variety of prosthetic de- 
vices but also on details of retraining the amputee 
from the physical and psychic standpoints. Other 
major changes involve the sections on occupational 
therapy for children, bibliotherapy, and psychother- 
apy. The chapters on drama in the first edition have 
been replaced by those on the role of music and recre- 
ational therapy (games ). The chapter on occupational 
therapy in tuberculosis could have been shortened, in 
view of therapeutic advances and shorter sanatorium 
care. Throughout the book careful attention is given 
to the need for physician-supervised occupational ther- 
apy departments and the need for close teamwork in 
treating patients requiring rehabilitation. 


Clinical Use of Radioisotopes. By William H. Beierwaltes, 
M.D., Associate Professor of Internal Medicine and Coordinator, 
Clinical Radioisotope Unit, University Hospital, Ann Arbor, 
Mich., Philip C. Johnson, M.D., Assistant Professor of Internal 
Medicine and Chief, Radioisotope Unit, Veterans Administration 
Hospital, Oklahoma City, and Arthur J. Solari, B.S., M.S., In- 
structor in Radiation Physics, Department of Radiology, Univer- 
sity Hospital, Ann Arbor. Cloth. $11.50. Pp. 456, with 126 illus- 
trations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 
England, 1957. 


This textbook is eminently suited for the beginner 
in the use of radioisotopes. Its major assets are a uni- 
formly high level of clinical judgment and the presenta- 
tion of technique in recipe style, in such detail that a 
novice with skill in general laboratory work may ex- 
pect to use isotopes successfully. Included in this 
recipe style are detailed descriptions of virtually every 
isotope tracer technique in clinical use. The coverage 
of physics is somewhat less satisfactory, being marred 
not only by a failure to convey the intended meaning 
but also by typographical errors, as in the exponentials, 
which will serve only to confuse the beginner. The sec- 
tion on physics in relation to health is, however, well 
done. The chapters on the clinical uses of radioiodine 
are especially useful. 


J.A.M.A., June 1, 1957 


Muscle Relaxants in Anesthesiology. By Francis F. Folde, 
M.D., Director, Department of Anesthesia, Mercy Hospital 
Pittsburgh. Publication number 294, American Lecture Serie, 
monograph in Bannerstone Division of American Lectures jy 
Anesthesiology. Edited by John Adriani, M.D., Director 
Department of Anesthesia, Charity Hospital, New Orleans 
Cloth. $5.50. Pp. 210, with illustrations by Margaret M. Croup, 
Charles C Thomas, Publishers, 301-327 E. Lawrence Ave. 
Springfield, Ill.; Blackwell Scientific Publications, 24-25 Broad 
St., Oxford, England; Ryerson Press, 299 Queen St., W. 
Toronto 2B, Canada, 1957. 


The muscle relaxants were introduced into clinica! 
practice about 15 years ago. This book summarizes the 
laboratory and clinical experience that has accumv- 
lated since that time. It is informative, yet not over- 
whelming in detail. The author appears biased in favor 
of succinylcholine, but perhaps this attitude is justified. 
The statement is made that “when employed judicious- 
ly, cognizant of their pharmacological effects, other 
than those exerted at the neuromuscular junction, the 
muscle relaxants will increase rather than decrease 
the safety of the patient.” It is doubtful that evidence 
is yet available to justify this conclusion. Occasional 
errors in spelling are surprising, for example, “afferant’ 
and “thiopenthal.” The format is attractive, and the 
book can be recommended to those studying as well 
as those practicing anesthesiology. 


Out of the Test Tube: The Story of Chemistry. By Harry \. 
Holmes, Ph.D., LL.D. Fifth edition. Cloth, $4.50. Pp. 313, with 
102 illustrations. Emerson Books, Inc., 251 W. 19th St., New 
York, 1957. 


This book is intended to interest the layman in chem- 
istry and to make him more appreciative of the part 
this science plays in daily life. The various chapters 
make light, interesting reading, for the author chooses 
his examples from experiences familiar to everyone. 
The author covers briefly such topics as chemical war- 
fare, hydrogen, water, inert gases, insects, dyes, sugar. 
and fats. It is doubtful whether the physician would 
find much in the book that is new. The last edition 
appeared in 1943. The facts and figures have been 
brought up to date, but otherwise the book is little 
changed from the previous edition. A chapter on 
atomic power has replaced a chapter on postwar 
chemistry. 


Modern Office Gynecology. By George Blinick, M.D., F.A.C.S., 
Attending in Obstetrics and Gynecology, Beth Israel Hospital. 
New York City, and Sherwin A. Kaufman, M.D., F.A.C.S., 
Associate Attending in Obstetrics and Gynecology, Beth Isreal 
Hospital. Cloth. $4.50. Pp. 218, with 47 illustrations. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1957. 

A compend is, at best, a fragmentary presentation 
of knowledge, and the authors have shown unusual 
recognition of the limitations of a pocket edition. One- 
third of this volume is devoted to a well-chosen bibli- 
ography, and, in each instance, a sentence or two pre- 
pares the reader for what may be expected in the 
more detailed articles. Thirty pages of line drawings 
clarify the text. The general practitioner and the casual 
worker in this specialty should find this small volume 
quite worthwhile. 
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QUERIES AND MINOR NOTES 


ARTIFICIAL KIDNEY 


To THE Eprror:—For some time several members of 
the staff of a hospital have been interested in the 
purchase of an artificial kidney. Several models have 
been investigated, including the “pressure cooker” 
type, which could be manufactured for a few dol- 
lars. Please indicate the available kidneys, listed in 
the order of their functional capacity. 


David B. Thornburgh, M.D., Marietta, Ohio. 


ANnsweER.—There are a number of very efficient and 
satisfactory types of artificial kidney devices available 
on the market. The principal problem that presents 
itself in equipping a hospital with one of these devices. 
however, is not the type of kidney obtained so much 
as it is the need for an effective team of workers who 
are well versed in its manipulation and who are 
constantly available to apply it when needed. So 
often a hospital procures one of these complicated 
pieces of apparatus without appreciating the fact that 
its use requires a well-trained team of workers who 
have had considerable experience in its use and who 
are available when called upon at short notice. Unless 
such a team is available, it is an unwise expenditure 
of money to procure any such apparatus. The simple 
pressure-cooker type of artificial kidney is by far the 
cheapest available, but even it cannot be obtained for 
“a few dollars,” as reported in the lay press. However, 
even this apparatus requires a trained team for its 
use. The simplest procedure, which requires no special 
apparatus and which is entirely adequate for most 
purposes in which an artificial kidney is desired, is 
the use of intermittent peritoneal lavage by the simpli- 
fied procedure as described by Grollman ( Acute Renal 
Failure, Springfield, Ill., Charles C Thomas, Publisher, 
1954). It is this consultant’s advice, therefore, that the 
personnel who will be responsible for carrying out the 
procedure first become acquainted with the various 
procedures available, including intermittent  perito- 
neal lavage, and then purchase the type of apparatus 
with which they have become familiar, Otherwise the 
hospital will merely be saddled with the possession 
of another complicated piece of apparatus, the use of 
which by inexperienced personnel may entail more 
harm than benefit. 


PORPHYRIA 


To THE Eprror:—Is there a successful or even helpful 
treatment for porphyria? M.D., Wisconsin. 


Answer.—An effective, reproducible form of treat- 
ment for porphyria is not available. Convincing evi- 
dence concerning the value of any but the most 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


nonspecific forms of therapy is lacking. Prophylaxis is 
stressed in the management of acute intermittent por- 
phyria; this includes avoidance of alcohol, barbitur- 
ates, and other toxic agents which have been shown to 
affect the disease adversely. Chloral hydrate, opiates, 
and paraldehyde may be employed for relief of pain 
and apprehension. Maintenance of nutrition and fluid 
and electrolyte balance are important objectives in 
treatment. Avoidance of actinic and mechanical trauma 
is of major importance in managing the cutaneous 
symptoms. Conflicting opinions have been expressed 
concerning the effectiveness of cortisone and corticot- 
ropin (ACTH) in treatment of porphyria; dramatic re- 
missions and complete failures have been reported. 
Congenital porphyria is treated with hematological 
support and judicious splenectomy. 


COMPARISON OF PATCH AND 

INTRADERMAL TUBERCULIN TESTING 

To tHE Eprror:—Please discuss the relative merits of 
the Vollmer patch test and the Mantoux skin test 
for tuberculosis. Is the degree of discrepancy be- 
tween the two such that the less accurate one could 
not be safely used for screening an elementary 
school population? How does one interpret the re- 
sult when the two outer test areas are red, with 
distinct borders but not raised, and when, further- 
more, these reaction areas disappear about four days 
after the removal of the patch? In the mass applica- 
tion of patch tests, what errors should be avoided in 
the application of the patch? 


L. David Comstock Jr... M.D., Dowagiac, Mich. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—The Vollmer patch test is alleged to have 
a 20% discrepancy when compared with the intra- 
dermal tuberculin test at proper dosage. These dis- 
crepancies are both false positives and false negatives. 
Therefore, the patch test cannot be used for any de- 
pendable studies and can be thought of as being 
merely a substitution for a Mantoux test under cir- 
cumstances where it would be very difficult or incon- 
venient to use the latter, or where parental consent 
can be obtained for the patch test but not for the 
Mantoux test. The Vollmer test is safe, of course, but 
it should not be used in screening an elementary 
school population. 

The test result as outlined in the question should be 
read as negative. Hazards in using the test can be 
avoided by placing the patch where the child cannot 
remove it (between the shoulder blades, for example ) 
and by issuing instructions as to washing and bathing 
while the patch is on, as it must be kept as dry as 
possible. 

Answer.—The forerunner of the Vollmer patch test 


was introduced and considerably used by Lautier, of 
France, in 1908. 
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A sizable number of comparative studies have been 
made with the patch test and the intracutaneous 
(Mantoux) method of administering tuberculin. Some 
workers have found a discrepancy of approximately 
30% in favor of the intracutaneous method. Others have 
reported less difference in the results of the two tests. 

Although it is generally agreed that the intracuta- 
neous method is more accurate, the patch test is now 
used rather extensively in survey work, where, for one 
or more reasons, it does not seem feasible to use the 
intracutaneous method. For example, in St. Louis, 
the Academy of General Practice as a public service 
has administered the patch test to 125,000 school chil- 
dren with good results. The Iowa Tuberculosis and 
Health Association and the Iowa Trudeau Medical 
Society are employing the patch test in a statewide 
certification-of-schools project. 

Allergy to tuberculoprotein among infected children 
is usually at a high level, since their infections were 
acquired relatively recently because of their age. 
Therefore, there has not been time for allergy to wane 
to any great extent. 

It is usually thought that the patch test yields re- 
sults comparable to the first dose of original tuberculin 
or purified protein derivative administered intracu- 
taneously. Therefore, those who do not react to the 
former should then have a second dose of the latter 
administered. However, in survey work among school 
children this usually is not done. 

Areas of redness of the skin from either method of 
administration are not considered as tuberculin re- 
actions. The usually accepted characteristics consist of 
an area of edema or induration, or both, of 5 mm. or 
more in diameter. 

Errors to be avoided in administration of the patch 
test include failure to cleanse the skin thoroughly with 
a fat solvent, applying the patch where the child can 
reach it and remove or loosen it (the interscapular 
area is a good location), applying the patch loosely so 
that the tuberculin is not in constant contact with the 
skin, and removing the patch in less than 48 hours. 


INDISCRIMINATE PRESCRIBING 


To THE Eprror:—Is there any scientific basis for what 
seems to be an almost indiscriminate prescribing of 
the multiple vitamin preparations, particularly those 
that contain a long list of minerals and even the 
male and female sex hormones? This does not refer 
to the therapeutic use of vitamins when indicated. 


Connell H. Miller, M.D., Sligo, Pa. 


ANnswer.—The_ indiscriminate prescribing of any 
medicament is to be deplored. The relative innocuous- 
ness of vitamins does not justify exception of them 
from this attitude. Simple combinations of reasonable 
quantities of those vitamins for which there is a recog- 
nized human requirement have a legitimate place in 
the treatment of deficiency states, in so-called “pro- 
tective therapy” (as a preventive measure in instances 
in which some physiological or pathological process 
increases the requirement above the usual level), or 
as supplements to nutritionally restricted dietaries. The 
practice of prescribing “vitamins” without establishing 
a clear diagnostic reason is to be discouraged. The 


J.A.M.A., June 1, 1957 


deliberate employment of a vitamin preparation as a 
placebo is not dishonest, but when so employing vita- 
mins the physician should clearly recognize the reason 
for the prescription and should consider its cost to the 
patient. 

The dosage of vitamins prescribed should bear some 
relationship to human requirements: for therapeutic 
use, multivitamin preparations containing five times or 
so the daily recommended allowances (Food and 
Nutrition Board, National Research Council Publica- 
tion 302, 1953, p. 36) of the factors are reasonable; for 
supplementary use, amounts equivalent to the daily 
recommended allowances are adequate. In the in- 
stance of the fat-soluble vitamins A or D, gross over- 
dosage leads to states of hypervitaminosis. 

There is no sound justification for most vitamin- 
mineral combinations, especially for those that pur- 
port to contain long lists of “trace minerals and other 
essential elements.” If mineral deficiencies exist, they 
are unlikely to be directly related to vitamin lack. 
Combination of sex hormones, antibiotics, or other 
therapeutic agents with vitamins is based on conjec- 
tural reasoning and a paucity of well-considered 
evidence. The dosage of the nonvitamin component in 
such combinations is often ineffectively small, but the 
formulation is inordinately expensive. The administra- 
tion of such combinations should be limited to the 
exceedingly rare instance in which both agents are 
clearly needed and the dosage level is effective. A 
decision to use multivitamin preparations, alone or in 
combination with other medicaments (hormones, min- 
erals ), should in each instance be based on a careful 
analysis of the individual patient’s needs and must 
not serve as a cover for ignorance as to the nature of 
the patient's illness. 


PROLONGED POSTPARTUM 

BREAST SECRETION 

To tHE Eprror:—A 21-year-old woman gave birth to 
her second child 18 months ago. Breast feeding was 
unsuccessful due to the watery nature of the milk, 
although the breasts were engorged. Since that time, 
the patient has had a more-or-less continual secre- 
tion of breast fluid. The fluid is thin and yellow- 
tinged and very irritating to the skin. Secretion is 
worse from the 10th day of the cycle and lasts right 
through the last day of the period. Large doses of 
testosterone help the condition slightly. Premarin 
has no effect. The secretion is bilateral, and both 
breasts are perfectly normal to palpation. 

M.D., North Carolina. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—This is one of the most annoying of all 
postpartum complications. The incidence is fairly rare 
and the duration usually short, although several cases 
of 10 to 12 years’ duration have been recorded. Once 
breast feeding is judged not to be feasible, prompt at- 
tention should be given to the breasts. By accepted 
methods and possibly by endocrine therapy, the se- 
cretion is as a rule controlled. Persistent and prolonged 
secretion can become a distressing symptom, as in this 


pl 
sh 
in 
al 
og tr 
th 
ec 
bt 
sh 
as 
is 
Re 
Ei 
pa 
co 
lac 
wi 
ha 
the 
> 
me 
bre 
On 
SOI 
of 
the 
On 
one 
bes 
CH 
To 
d 
a 
A 
“De 
inv 
< Cess 
: use 
well 
Wit 
tran 
3 hun 
ther 
jecti 
hyp 


to 
was 
ilk, 
me, 
cre- 
ow- 
n is 
ht 
of 
irin 
oth 


nts, 


all 
nce 
at- 
ted 


se- 
ged 
this 


Vol. 164, No. 5 


patient. Tincture of benzoin compound should be ap- 
plied to the skin (a silicone solution has recently been 
tried for skin protection); the breasts should then be 
hound tightly and evenly with bland adhesive tape, 
and methyl testosterone, 10 mg. daily for 14 days, 
should be given. Paradoxically, it has been found that 
injection of the newer progesterone preparations ( Del- 
alutin, 250 mg.) once a month lessens the secretion 
from the breasts during therapy. In the past, x-ray 
therapy and even mastectomy have been recommend- 
ed, which is indicative of the severity of this symptom, 
but certainly these are not considered at present. One 
should rule out the possibility of other pathology such 
as changes in the anterior pituitary, as galactorrhea 
is a symptom of certain types of endocrinopathy. 
Roentgenogram of the sella turcica should be made. 
Eighteen months certainly is a long time for both 
patient and doctor, but the prognosis, if there are no 
complications, is favorable. 


Answer.—While the described breast secretion is 
not completely typical, it seems to be a variant of ga- 
lactorrhea. When this condition is seen in association 
with amenorrhea, adenomas of the pituitary gland 
have frequently been discovered, and it is suggested 
that x-ray studies of the sella turcica be made. The 
condition has not infrequently been resistent to treat- 
ment. Fluid restriction, adequate support of the 
breasts, and avoidance of manipulation is suggested. 
On the assumption that the secretion may relate to 
some excess pituitary stimulation, relatively large doses 
of estrogen have been employed, as, for example, 10 
mg. of Premarin and diethylstilbestrol, orally, from 
the end of menstruation for the succeeding two weeks. 
On occasion, the administration of 5 mg. of progester- 
one by injection for 4 doses at three-day intervals. 
begun at midcycle, has been of benefit. 


CHRONIC CONJUNCTIVITIS 


To tHE Eprtor:—A patient with chronic conjunctivitis 
has not improved with antibiotic, allergic, and im- 
munological treatment. A culture disclosed some 
diphtheroid organisms, similar to those found in 
some ulcerative cutaneous lesions in service person- 
nel, which responded to local use of antitoxin in the 
form of wet dressings. Is there any record of the 
empirical use of diphtheria antitoxin, diluted or un- 
diluted, by instillation into the conjunctival sac? 
Are there any risks in such application, assuming 
absence of sensitivity from previous use of serum? 


W. H. Elmer, M.D., Rockford, Ill. 


Answer.—The only pertinent reference available is 
“Des Conjunctives” by A. Gabriélidés, 1921, page 117, 
in which undiluted diphtheria antitoxin was used suc- 
cessfully as an adjunct to parenteral therapy. The local 
use of diphtheria antitoxin in experimental animals, as 
well as culture sensitivity tests, is relatively simple. 
With the exception of a rare strain which is toxic and 
transferable in animals, diphtheroids are not toxic in 
human conjunctiva. Should local treatment with diph- 
theria antitoxin be used, supplementary parenteral in- 
jection of diphtheria antitoxin is suggested, unless 
hypersensitivity exists. A more frequent cause of the 
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case described is a subconjunctival micrococcic ( sta- 
phylococcic ) infection combined with vascular hyper- 
sensitivity. The value of toxoid therapy may be experi- 
mentally determined with sensitivity tests. 


PARALYSIS OF EYE MUSCLES 


To THE Eprror:—Could the application of whole-gland 
pituitary extract used to assist in hair growth have 
any adverse effects on a patient? A graduate nurse, 
aged 67 years, began this treatment in June, 1956, 
and used the product every other day for approxi- 
mately four months, when she noted paralysis of 
the right internal rectus eye muscle. This cleared 
3 days later, but 11 days after the onset of the 
paralysis in the right eye the same muscle of the 
left eye became paralyzed, and this condition still 
persists after two and a half weeks. There has been 
no diplopia, tinnitus, or deafness. With the attack 
on the right eye there was slight horizontal nystag- 
mus (quick component to the left). When the left 
eye became involved, vertigo was very severe, with 
falling to the right. There is no history of eye trou- 
ble prior to the onset of this acute illness, and all 
examinations to date (spinal fluid, skull x-rays, 
neurological tests, eyegrounds, and blood pressure 
[135/80 mm. Hg]) are within normal limits for a 
patient aged 67. The only medicament the patient 
takes is Premarin, 1.25 mg., and methyltestosterone, 
10 mg., daily for the past five years because of 
osteoporosis. Could there be some relation between 
the use of this hair conditioner and the eye involve- 
ment? 


Ella M. A. Enlows, M.D., Fort Lauderdale, Fla. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANswER.—There is nothing in whole-gland pituitary 
extract likely to cause a paralysis of the ocular mus- 
cles. The possible causes of a paralysis of an ocular 
muscle in a 67-year-old patient include a host of 
neurological, vascular, and systemic conditions. The 
most likely causes at this age are arteriosclerosis in- 
volving the nucleus of the third nerve, a blood dys- 
crasia, a brain tumor, diabetes, myasthenia gravis, or 
an encephalomyelitis. 

Answer.—No relation could possibly exist between 
the use of the hair conditioner and the eye involve- 
ment. The pituitary extract is a protein, and hence 
it is not absorbed by the skin and is rapidly destroyed 
by the bacteria of the scalp. Any benefit of this topical 
medicament would be due to the production of local 
hyperemia and the correction of dryness. 

As for the eye muscle involvement, the absence of 
diplopia and ptosis suggests a conjugate deviation 
due to a supranuclear lesion. If so, the movement of 
convergence should still be elicited. With assumption 
of this mechanism, a single lesion on the left side 
could explain all the findings. In the transient irrita- 
tive stage the eyes would deviate to the right, simu- 
lating a paresis of the right medial rectus, while in 
the permanent destructive stage the eyes would turn 
toward the left (i. e., to the lesion) and so simulate 
a paresis of the left medial rectus. The causes of 


ita- 
son 
the 
itic 
Or 
iCa- 
for 
ail} 
In- 
he 
yur- 
her 
hey 
ick. 
her 
jec- 
red 
t in 
the 
tra- 
the 
rin 
1in- 
ful 
yust 
> of 
g 
\ 
| | 
we 


622 QUERIES AND MINOR NOTES 


supranuclear palsies are varied. The postmenopausal 
osteoporosis in this case suggests a vascular basis, as 
deposition of calcium in the arterioles is a common 
factor in all types of osteoporosis. The patient’s age, 
67, and the vertigo immediately associated with the 
second eye finding suggest a “minor stroke.” 


TELEVISION RADIATION AND DERMATITIS 


To tHE Eprror:—A 40-year-old patient has what ap- 
pears to be a mild bilateral cicatricial entropion, con- 
junctivitis, and a generalized facial dermatitis char- 
acterized by dryness and dilated peripheral blood 
vessels. For the last seven years he has been em- 
ployed as a television monitor. During this time he 
has worked seven to eight hours a day, five or six 
days each week, with his face 12 in. (or slightly 
less) from a television tube, making fine adjust- 
ments in the sharpness of the picture on the tube. 
What is the amount and nature of radiation ema- 
nating from a television tube source? Could this be 
the source of ophthalmological involvement? 


Grant B. Dallabough, M.D., Teaneck, N. J. 


Answer.—In 1946, when the early impetus of tele- 
vision first struck the New York area, this consultant 
and others attempted to measure the x-radiation and 
the ultraviolet radiation from a television tube. The 
glass in the tube absorbed all the ultraviolet rays, and 
no x-rays coming from any part of the tube were de- 
tected. It is doubted whether this wculd be the source 
of the dermatitis, with entropion and conjunctivitis. 


TELEVISION RADIATION 


To THE Eprror:—Please supply information as_ to 
whether television sets emit redioactive rays and 
whether there might be some danger, especially for 
children, if they sit too close to the television set. 


Artur Philipsborn, M.D., Cleveland. 


This inquiry has been referred to three consultants, 
whose respective replies follow.—Eb. 


ANsWER.—X-rays produced in the commonly used 
television sets have energies of 15,000 to 20,000 volts. 
They have little penetration and are absorbed in the 
faceplate of the picture tube. In addition, many sets 
have plastic or glass plates in front of the faceplate 
for further safety. For tubes using higher voltages, 
25,000 volts or more, such as the color television tubes, 
some rays penetrate through the faceplate, and the 
tube manufacturers warn that safety glass, 14 to % 
in. thick, should be placed in front of the faceplate. 
It seems certain that the manufacturers of television 
sets, in their own interest, will heed the warning of 
the tube manufacturers, in addition to carrying out 
their own controls so as to ensure the safety of their 
product. 


ANswer.—In the course of many years of both clin- 
ical and private practice, this consultant has never seen 
any patient demonstrating any appreciable biological 
effect from rays emitted by a television tube. The 
rays emitted by the usual tube are similar to the very 
soft grenz rays. The risk of exposure beyond the 
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screen of the apparatus is of little consequence. Wi, 
the new type of television apparatus, however, wher 
the rays are generated at an energy of 25 kv., a type 
of soft x-ray is produced which may have some hip, 
logical effect on those viewers who may be in direg 
contact with the television screen. A physicist is bette; 
equipped to measure the exact value of the raj 
emitted by the television tube. 


AnsweER.—It is true that some “radioactive rays” q) 
emanate from the electron tube of a television se 
However, these rays are extremely soft and are com. 


.pletely dissipated by the glass screen or wooden cab. 


inet of the set. Research at the Sarnoff Laboratorie; 
in Princeton, N. J., indicates that there are no harmfi 
effects because of radiation from watching or sitting 
near a television set. This is true of children as well as 
of adults. 


CONDUCTIVE SHOES FOR USE IN 
OPERATING ROOM 


To THE Eprtor:—Please supply information concerning 
use of shoes, or metallic clips which can be attached 
to shoes, so that surgical personnel will be mad 
nonconductive for static electricity. The hospital 
has adequate grounding of equipment, outlets, and 
electrically conductive flooring in the operating 
room. The only problem is to find a simple piece of 
apparatus which can be used to see that all per- 
sonnel in surgery are properly grounded. 


Meyer Schindler, M.D., San Francisco. 


Answer.—First, this consultant would like to correct 
a common error made when talking about safety 
measures in hospitals. The inquirer in this instance 
requested information on appliances for shoes that 
would make surgical personnel “nonconductive for 
static electricity.” It is certain that the information 
requested is for a simple economical device that will 
provide contact from personnel to a conductive floor 
in order to make the individual and floor continuovus- 
ly “conductive for static electricity.” 

A conductor is a material that will permit the flow 
of electricity over or through it. A nonconductor is 
a material that will not permit the flow of electricity 
over or through it. 

Conductive footwear of some type must be worm 
by all personnel in the anesthetizing locations. Con- 
ductive soled shoes are available today in many de- 
partment and shoe stores throughout the United 
States. Since the price is not prohibitive, this consult: 
ant feels that doctors, nurses, orderlies, and maids 
who work in the anesthetizing locations in hospitals 
should wear conductive shoes. Substitutes, such as 
conductive booties, slip-ons, and snap-on heels, are 
fairly satisfactory; however, they may prove to be 
expensive because of frequent replacement and present 
a nonprofessional appearance. The names and manu: 
facturers of various types of conductive footwear may 
be obtained by writing to the Committee on Hospital 
Hazards of the American Society of Anesthesiologists 

A simple inexpensive device for conductive foot: 
wear was described by Virtue and associates i 
Anesthesiology (15:113, 1954). They recommended 
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that an aluminum strip from an intravenous infusion 
bottle be bent so that it will touch the sock inside of 
the shoe and then make contact with the floor at the 
broad part of the heel; it can be held in position with 
small nails or adhesive. The aluminum strips are satis- 
factory, unless the wearer has especially thick socks, 
in which case he should dampen them slightly at the 
heel. 


YELLOW-TINTED GLASSES 


To tHE Eprtor:—My hobby is target shooting. I fre- 
quently see advertisements for yellow-tinted glasses, 
designed to increase the contrast and details of the 
target. These are also supposed to be particularly 
effective on cloudy or overcast days. I would like an 
opinion from an ophthalmologist both as to their 
effectiveness and as to the amount of tint required 
to attain this. 

John D. Jennings, M.D., Hugo, Okla. 


AnsweR.—Yellow-tinted glasses transmit yellow un- 
changed, but the short-wave rays of blue and green 
are diminished. When used at dusk or on overcast 
days, the yellow becomes relatively brighter than the 
blue or green. Hence, yellowish animals appear more 
distinct, and for this reason such glasses have been 
used by hunters for years. If used to overcome daz- 
zing, a deep tint is required, but on cloudy days a 
light tint is more advantageous. 


SWEAT APPARATUS IN ANIMALS AND MAN 


To THE Eprror:—Please provide information on which 
animals are most closely related to humans regard- 
ing the sweat apparatus. 


Marvin N. Winer, M.D., Buffalo, N. Y. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


AnsweR.—The structure and function of sweat 
glands in the pads of the foot and digits of domestic 
cats correspond closely to those of the eccrine glands 
of man. The chimpanzee has numerous eccrine glands 
over its body, but the sweating responses of these 
glands have not been investigated. The sweat of the 
horse, the dog, and the ox is secreted by apocrine 
glands, which are structurally and_ physiologically 
different from the eccrine glands. 


ANSWER.—Sweat or perspiration is not found to 
occur over the general surface of the body in any 
hairy animal other than the horse. In the horse, cer- 
tain parts of the skin sweat more readily than others. 
The base of the ears is the first place for sweat to 
appear. This is followed by the appearance of sweat 
along the neck, the sides of the chest, along the surface 
of the back, and, lastly, the hind quarters. There is no 
sweating of the legs—the fluid found there has run 
down from the other body surface. The mule and the 
donkey sweat with difficulty and then only at the base 
of the ears. Cattle sweat freely from the muzzle. Some- 
times the general surface of the body may appear to 
be sweating. Sheep do not sweat in the ordinary way, 
in which the sensible sweat is observed. The pig 
sweats only on his snout. The dog and the cat sweat 
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freely from the foot pads and the muzzle. There is no 
sensible perspiration, however, from the general sur- 
face of the body. 

The sweating process is a continuous one in animals; 
when excreted in small amounts, the fluid is evapo- 
rated as fast as it forms and is passed off as an insensi- 
ble vapour—hence the name “insensible sweat or 
perspiration.” When the body condition is such as to 
produce more fluid and the atmospheric condition is 
unfavorable to its evaporation, this fluid collects on 
the skin and is ordinarily called sweat or “sensible 
perspiration.” 


ABDOMINAL PAIN FOR FIFTEEN YEARS 


To THE Eprror:—A 40-year-old woman has had right 
lower quadrant pain periodically for 15 to 20 years. 
There has been no relation to menses. Treatment 
has consisted of foreign-protein injections, with 
some considerable relief. Pain has become so severe 
recently, with signs of femoral nerve irritation, that 
operation was undertaken. Operation revealed a 
small mass in the broad ligament and along the 
pelvic wall that grossly resembled a sarcoma, Al- 
though complete removal of the mass was impos- 
sible, considerable improvement followed and lasted 
for about two months. The pathological diagnosis 
was chronic granulomatous inflammation of the pel- 
vis, etiology undetermined. No acid-fast organisms 
were found on stain. No culture was done because 
of the feeling that the condition was sarcoma. The 
patient has a positive patch test for tuberculosis and 
has a sister with draining chest sinuses due to tuber- 
culosis. Her chest x-ray has been normal over the 
past three years since her last contact with her sister. 
Currently she is in remission from pain after receiv- 
ing 40 units of corticotropin (ACTH) on two suc- 
cessive days. Is treatment as such advisable in view 
of the long history of pain, or should the anti- 
tuberculosis drugs be tried? The patient is very 
reluctant to submit to operation again. 

M.D., Ohio. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANswerR.—Further diagnostic studies should be car- 
ried out on this patient in the form of aspiration biopsy 
of the mass in the broad ligament and along the pelvic 
wall, This should be done through the vagina with a 
long, large-bore needle in which a special suction 
syringe, devised at Memorial Center in New York City 
and supplied by United Surgical Supply Company, 
Port Chester, N. Y., is used. Satisfactory material 
should be obtained for cytological study as well as 
culture, and further definitive treatment should depend 
on reports of studies of material taken. 


ANSWER.—The only implication of neurological in- 
volvement is the statement “femoral nerve irritation.” 
If this is a true nerve involvement, then the immediate 
program for the patient should consist of x-rays of the 
lumbar sacral spine; lumbar puncture, with careful 
manometric studies; examination of the spinal fluid for 
total protein, sugar, and cells; Wassermann reaction; 
and colloidal gold test. The spinal fluid should be cul- 
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tured and centrifuged for direct smear of precipitate 
and Papanicolaou stain, If there is no evidence of in- 
volvement of the spinal vertebrae, pelvis, spinal cord, 
and cauda equina, then it is the opinion of this con- 
sultant that a reexploration is mandatory. 


PERSISTENT LIVER TENDERNESS 
AFTER HEPATITIS 


To tne Eprror:—A patient has persistent liver tender- 
ness four and a half months after viral hepatitis. He 
apparently contracted this hepatitis on a tour of the 
Caribbean. After being sick for six weeks, he gradu- 
ally returned to full-time work. Liver-function tests 
now are practically normal. Any suggestion of thera- 
py will be greatly appreciated. 

M.D., California. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Ep. 


ANswer.—It is not unusual to have some degree of 
discomfort and tenderness in the right upper quadrant 
following exertion as long as four to six months after 
the onset of hepatitis. One cannot be quite sure what 
is meant by the statement, “Liver-function tests are 
practically normal.” If this is true for such significant 
tests as Bromsulphalein dye retention, thymol turbid- 
ity, and serum bilirubin, one would think that there 
would be little reason to be concerned over eventual 
prognosis at this time. There is no specific therapy to 
recommend. Undue fatigue should be avoided, and, 
when discomfort does occur, greater than usual periods 
of rest should be taken. Hepatic function and physical 
examination should be checked at intervals of three 
weeks. 


ANnswer.—The persistence of liver pain and tender- 
ness after apparent recovery from viral hepatitis sug- 
gests that the recovery is not yet complete. It is stated 
that the liver-function tests are “practically” normal. 
What tests remain abnormal, and what is their degree 
of abnormality? A high degree of Bromsulphalein re- 
tention is indicative of chronic liver disease. A mild 
hyperbilirubinemia may indicate the presence of a 
smoldering hepatitis. In some cases the presence of 
one of the sequelae of hepatitis cannot be definitely 
ascertained without liver biopsy. 

The treatment of the sequelae of hepatitis is similar 
to that of the acute disease and consists of rest, high- 
protein diet, and vitamin supplements. The degree of 
activity allowed should be just short of provoking liver 
pain and tenderness. If hyperbilirubinemia persists, 
the steroids or corticotropin are useful therapeutic 
adjuvants. 


CULDOSCOPY TO DIAGNOSE 
ECTOPIC PREGNANCY 
To THe Eprtor:—What is the value of culdoscopy in 
the diagnosis of ectopic pregnancy? Is it applicable? 
Thomas C. Case, M.D., New York. 


ANsweER.—Several series of patients in whom culdo- 
scopic examination has been employed give evidence 
that this procedure has resulted in the early diagnosis 
of unruptured tubal pregnancy in a significant per- 
centage of cases. The use of proper anesthetic tech- 
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niques, either local infiltration or low spinal, tozethe, 
with careful introduction of the culdoscope, seems 
carry minimal risk. In cases of suspected ectopic 
pregnancy, many prefer preliminary needle punctuy 
of the cul-de-sac to detect the presence of blood in the 
peritoneal cavity. Culdotomy, opening of the cul-de. 
sac to allow palpation and visualization, is preferred 
by some. 


BIOPSY OF CERVIX 


To THE Eprror:—Please describe an adequate and «. 
_ ceptable procedure for the biopsy of a cervix show. 
ing a velvety erosion surrounding the external os. 


M.D., New York. 


ANSwER.—Any cervical erosion should be subjected 
to a routine office biopsy. This is a simple procedur 
and without hazard to the patient. A simple punch 
biopsy forcep is utilized, and tissue is obtained from 
the 12, 3, 6, and 9 o'clock locations around the external 
os. This four-quadrant procedure eliminates the possi- 
bility of missing a circumscribed lesion. A cervix from 
which a biopsy specimen is so obtained is not cauter- 
ized or otherwise treated until the pathologist's report 
is obtained. This information will then determine the 
procedure to be followed. 


MULTIPLE SCLEROSIS 


To THE Eprror:—A woman patient is suffering from 
multiple sclerosis. Please provide information con- 
cerning long-term treatment. 


George Welker Jr., M.D., Morganfield, Ky. 


Answer.—There is no specific treatment for multiple 
sclerosis, but there is reason to believe that compre- 
hensive medical management helps these patients, and 
they are certainly entitled to the benefits of good sup- 
portive therapy. The rationale is outlined by Wainerdi 
(M. Ann. District of Columbia 23:7, 1954). 


CAUTIONS IN USING ARTIFICIAL KIDNEY 


To tHE Eprror:—Have any deaths resulted from the 
use of the artificial kidney for dialysis of poisons? 
Is it ever the cause of any morbidity? There is con- 
siderable interest in its usefulness in poisoning, and 
a knowledge of any dangers inherent or encountered 


is essential. J. Greenblatt, M.D., Stamford, Conn. 


ANsSwER.—Since patients subjected to dialysis by the 
artificial kidney for any purpose are in critical condi- 
tion, it is obviously impossible to state if deaths have 
resulted from the use of this procedure. However, on 
the basis of experimental studies on dogs, it has been 
demonstrated that many precautions must be taken if 
one is to avoid harmful effects. Thus the use of an ex- 
cessive dose of anticoagulant, toxic agents present in 
the membrane, overloading with fluid, or loss of blood 
volume into the membrane could prove fatal. With 
proper use by experienced personnel, however, there 
should be no cause for morbidity or harm from these 
sources. Details of the advantages and disadvantages 
of the artificial kidney as compared to other proced- 
ures are given in “Acute Renal Failure” by Grollman 
(Springfield, Ill., Charles C Thomas, Publisher, 1954). 
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